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Pruritus ani means itching of the anus, yet we 
do not ordinarily make a diagnosis of pruritus ani 
unless we find more than the subjective symptom 
of itching, 1. e., unless we find pathological changes, 
the skin thickened and edematous, of whitish sod- 


den appearance, deprived of its natural pigment: 


and moistened with a foul smelling secretion, and 
possibly showing here and there erosions due to 


scratching, and fissure due to stretching of the in-: 


tegument thus deprived of its normal elasticity. So, 
technically, we define pruritus ani as a symptom, 


but, clinically, we look upon it as a pathological’ 


condition of the anal and peri-anal integument pro- 


ducing the symptom itching. And it is best that in-- 


stead of regarding chiefly the symptom—itching— 
we look rather to the underlying pathological 
changes that occur in the skin, for by so doing we 


are keeping before us changes that must be rem-. 


edied. 

The pruritus ani of long standing without a 
lesion, is not of a severe type. It seems to be a 
neurosis of central origin and only a part of a more 
general sensation of itching. It occurs most fre- 
quently in neurasthenics. An inveterate pruritis is 
always associated with changes of pathological 
nature. 

I believe, however, that there has been a stage 
in the development of true pruritus ani when there 
were no pathological changes in peri-anal skin and 
when, had the cause been relieved, there would 
never have been any pathology to the peri-anal 
structures—there would never have been any true 
pruritus ani. This stage, however, is simply an 
early manifestation of congestion and could not 
be called true pruritus ani, but it is a condition that 
could after long standing produce the pathological 
changes and troublesome symptoms characterizing 
the true or inveterate pruritus ani. 

Numerous are the causes that have been assigned 


* Read before the Bellevue Alumni Association, June 2, 1909. 


to pruritus ani. Almost every disease of the rec-. 
tum such as fissure, piles, fistula, ulceration, disease 
of the crypts, foreign bodies, constipation, catarrh, 
gonorrhea, syphilis, cestodes and tumors, have been 
mentioned as a cause of pruritus. Digestive disor- 
Gers, improper diet, gastro-intestinal fermentation, 
constitutional disorders such as hepatitis, diabetes, 
gout and rheumatism are said to produce it. It is, 
also said to be produced in a reflex manner by irri- 
tating diseases or conditions of genito-urinary appa- 
ratus. It is said to be caused by outside agents or 
irritants affecting the skin of these parts such as 
pediculi and the trichophyton. Also it is said to 
result from other skin diseases affecting these parts 
such as eczema and herpes. A very small ulcer in 
the anal canal is believed by Dr. F. C. Wallis, of 
London, to cause 90% or more of these cases. Dr. 
T. C. Hill, of Boston, places this first among the 
causes. Dr. Mason, of Omaha, is inclined to hold 
the same views as does Dr. Wallis. Dr. J. P. Tuttle 
does not emphasize ulcer as a cause of pruritus ani. 

I believe that by far the larger number of these 
minute ulcers in the anal canal found with pruritus 
ani are complications, not the cause—that they are’ 
due to stretching of the anus already deprived of its 
normal elasticity by pruritus ani. Where patients 
are often constipated, or are often having speculae 
passed, it is the rule to find small ulcers or cracks 
or ‘abrasions and it seems that this is only to be 
expected. 

Such a varied assortment of diseases to pro- 
voke a common symptom—pruritus ani! Gout, 
pediculosis, ulcer! How unlike, yet producing a 
like result! 

Long since, the writer has noticed that the most’ 
common accompanying condition was indeed a con- 
gestion of contiguous parts. It was rare to find a 
case without hyperemia or chronic inflammation of 
the mucosa of rectum and sigmoid, both signifying’ 
a congestion also of the more remote part of the 
gut, the anus. This is true notwithstanding the fact 
that the blood from the lower part of the gut is re- 
turned to the general circulation by the inferior 
vena cava, as well as by portal circulation. 

Anything tending to obstruct the portal circula- 


re 
R, 
ts ‘ 
1e 
AS | 
i- 
at 
e- 
1- 
it 
1€ 
x 
a 
0. 
it : 
]- 
d 
n 
n 
? : 
it 
e 
e 
d x 


2 
254 JOURNAL. OF SURGERY. 


AMERICAN HuMmMpHREYS—Pruritus ANI. 


August, 1909, 


tion undoubtedly. tends to congest the peri-anal 
structures and produce piles. A determination of 
excessive supply to the sigmoid and upper rectum 
means also an excessive amount to the anus. It 
would seem, then, that this one cause—congestion 
of contiguous parts—might logically produce the 
pathological changes found in true pruritus. If we 
assume the congestion of the parts of any duration 
then the expected result would be a productive in- 
flammation with diffuse infiltration of connective 
tissue cells, these in the course of time producing 
an unnatural pressure on the numerous nerve fila- 
ments with which the anal integument is so richly 
supplied. It is even found that more of this result- 
ing. fibrous tissue is located around the nerves than 
elsewhere. If we have a chronic heart or lung 
lesion, the liver is apt to be in a state of chronic 
hyperemia or congestion and we are not surprised 
at the production of connective tissue with atrophy 
of liver cells, as the amount of connective tissue in- 
creases and contracts and hardens—we are not sur- 
prised at the clubbing of fingers, nor, as the compen- 
sation becomes more and more disturbed, are we 
surprised to find a cyanotic induration of the viscera 
generally. 

Thus a congestion, if continuous or frequently 
repeated, fairly regularly results in a_ sclerosis. 
When we find the sclerotic condition of the peri- 
anal skin it is very natural to think of the possibil- 
ity of its being caused by a congestion. Most of the 
recognized causes of pruritus ani are associated 
with a congestion of part or all of the anal and peri- 
anal integument. For instance, fissure, piles and 
fistula, tumors, ulceration and catarrh of the rec- 
tum attract to the parts an abnormal supply of blood. 
Foreign bodies and cestodes certainly cause some 
hyperemia or congestion of the rectum (sometimes 
to a marked degree). Digestive disorders are very 
regularly symptoms of a catarrhal condition of the 
stomach and intestines. Constipation is usually asso- 
ciated with a catarrhal condition of the bowels. 
Gout and chronic rheumatism and muscular rheu- 
matism find fit subjects for their manifestation 
among those who are constipated and who suffer 
frequently from digestive disorders. 

The outside irritants, such as pediculi, cause re- 
peated scratching and congestion. Eczema and 
herpes are associated with some congestion, the ef- 
fects of which may be prolonged by scratching. 
Those cases that are said to be produced in a re- 
flex manner may be due to a congestion of peri- 
anal skin since the source of irritation is usually 
in the bladder, prostate or urethra and a determina- 


tion of excessive blood supply to these parts is apt 
to mean also some excess to the rectum. But this 
is not necessarily the case. The sensation is fre- 
quently wrongly referred to the anus or rectum and 
scratching results in congestion, 

But whatever the cause, when the results of this 
congestion are once established, there are an hyper- 
trophy of the connective tissue element and later a 
tendency towards an atrophic condition, the con- 
nective tissue pressing on the nerve terminals, which 
could produce all the unpleasant sensations that go 
with pruritus. The pressure also exerting itself on 
the blood supply may impair the nutrition of the 
superficial layers of epithelium, thus in a measure 
accounting for the abnormal color and appearance. 
The excessive moisture, however, is sufficient to 
produce this changed appearance. 

There is a lack of tone to the skin shown in the 
condition of the sebaceous glands. Their condition 
we are usually unable to make out, solely because 
of excessive moisture. In many cases, when treat- 
ing these patients with a weak solution of silver 
nitrate, while the parts were kept dry with gauze 
supported by a bandage, I was surprised to note the 
great number of large sebaceous plugs with heads 
blackened by silver nitrate, showing either a marked 
absence of tone in the skin or excessive secretion of 
the glands. 

I have purposely omitted from the list of causes 
of pruritus one mentioned by many, viz., excessive 
moisture, for I regard it as a symptom of pruritus 
rather than its cause. Many are the sources from 
which this moisture is supposed to come in order to 
produce pruritus, ulcers; fissures, catarrhal condition 
of the bowels, ete. By some it is thought this mois- 
ture escapes with flatus from time to time but it 
seems that its supply is too constant for such a 
source ; the moisture is ever present whether gas is 
expelled or not. It does not seem possible for it to 
come from within unless we have at least a partial 
incontinence of sphincter. Again, if moisture does 
come from an ulcer or fissure, when these are re- 
moved, there may still remain the characteristic 
moisture. It is my opinion that the moisture comes 
from the sweat glands in the peri-anal skin possibly, 
also, to some degree from the sebaceous glands. 
When there is an inflammation of a mucous mem- 
brane we expect an excessive secretion of glandular 
structures. The over-production of moisture with 
pruritus behaves like an hyperidrosis whether it is 
present as part of the inflammation or whether the 
glands are irritated by pressure of connective tissue. 

About two vears ago I began treating some cases 
with the x-ray, giving two exposures a week, until 
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there was some dermatitis produced, then one ex- 
posure a week. One of the first changes noticed 
in these cases was a decrease of this excessive mois- 
ture which entirely disappeared when the derma- 
titis had been produced from one to three times. 
Some of the patients so treated have remained free 
from symptoms until the present time. In about 
one-half the cases so treated improvement lasted 
three to seven months. Those cases in which symp- 
toms recurred after several months, behaved much 
like a few cases of axillary hyperidrosis treated 
by «-ray exposures where excessive moisture re- 
mained away for several months and again became 
more or less troublesome. 

Aside from the diminution or disappearance of 
moisture after x-ray exposures, there was noticed 
regularly a decrease in size of the sebaceous fol- 
licles. So often was this noted with the disappear- 
ance of moisture that I am not entirely convinced 
that some of the moisture is not from this source. 
With a constant irritation of these glands it is not 
unlikely that there is an excessive flow of their se- 
cretions which would naturally be more fluid than 
when the flow ts normal. From «x-ray exposures, 
there is also a more marked atrophy of the sebace- 
ous glands than of the sweat glands, which, again, 
would suggest the possibility of some of the so- 
called moisture originating in these glands. 


However, whatever the cause, there is a fibrous, 


infiltration of the affected skin and this skin is cov- 
ered by epithelium diseased either from excessive 
moisture or from scant blood supply or both, and 
this associated with a frequently intolerable itching 
with its resulting abrasions. Accompanying many 
cases there are also an hypertrophied condition of 
the columns of Morgagni, a rugged thickened con- 
dition of the walls of the crypts, and an hypertrophy 
of some of the papillae about the dentate border. 
Such a condition is apt to be permanent, if left to 
itself. A removal of the cause temporarily removes 
the itching, but as this tissue becomes older and 
more dense a recurrence of only a slight congestion 
is sufficient to produce as much pressure on the 
nerve filaments as would a greater amount of con- 
gestion when the tissues were less dense. Conse- 
quently patients that we have been able to make 
comfortable have recurrence of itching after the 
least indiscretion in diet producing an irritation and 
congestion of the gastro-intestinal tract. 

Some patients can be kept comfortable by the 
ordinary local treatments and by keeping the parts 
dry if we can also keep them free from any gastro- 
‘testinal disturbances. 

Where, however, the basis of the trouble is a 


marked catarrhal condition of the lower bowel con- 
stantly receiving an excessive supply of blood the 
symptoms are more troublesome and demand a 
more radical treatment. 

When beginning the treatment of any case all 
associated diseased conditions should be remedied. 
All ulcerations should be cauterized or excised un- 
der cocaine. Polypi, external and internal hem- 
orrhoids should be removed. A careful examina- 
tion should be made of the papillze about the crypts, 


and if any of these are found hypertrophied they 
should be removed; if there is found tenderness of 
any projecting points apparently not hypertrophied 
they likewise should be snipped off. 

The:condition of the bowels demands the closest 
attention. The diet of each patient must be that 
best suited to the individual. With some, the least 
digestive disturbance and least itching are produced 
when starches and sugars are limited. With others, 
a meal composed principally of nitrogenous food 
causes both marked unrest and exacerbation of 
itching. A few are particularly susceptible to ber- 
ries and shell fish, while all seem to be made 
worse by alcohol. That kind of food calculated to 
produce the least digestive disturbance is ieast cal- 
culated to cause itching. 

Aside from diet attention must be given to the 
constipation and catarrh of the bowels found in 
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most of the cases. The bowels should be regu- 
lated by food when possible, but when medicine is 
needed a small dose of compound licorice powder 
or cascara should be given twice a day until pul- 
taceous movements are secured, when the dose is 
gradually decreased. Also an occasional saline 
should be given. For the catarrh we should irri- 
gate the bowels once a day, first with a faintly alka- 
line solution to get rid of adhering mucus, and, af- 
ter this is passed, with a mild astringent solution. 
The introduction through a proctoscope three times 
a week of some mild astringent solution seems to 
be very beneficial. While making such application 
the patient is in the knee-chest position and kept so 
for ten minutes, after which time he is directed to 
lie on the right side in order to facilitate the flow of 
the fluid from the left to the right side. If the mu- 
cous membrane should be found dry and the seat of 
an atrophic catarrh three ounces of olive oil or one 
to one-and-a-half ounces of castor oil may be intro- 
duced by the same method with good results. 

With the milder cases, the above measures, to- 
gether with local applications of weak solutions of 
silver nitrate, i. e., 20 to 60 grains to the ounce, 
answer very well and the patients are kept quite 
comfortable most of the time. In these cases some- 
times a daily application of an ointment of oil of 
Cade helps. 

At times, when cases are somewhat more trouble- 
some, stretching the sphincter is followed by im- 
provement. This is done easily by the blade of a 
Sims’ speculum and a finger gently drawn in oppo- 
site directions. Enough can be accomplished in 
this manner with little or no discomfort without 
even local anesthesia to produce decidedly good re- 
sults temporarily in many cases. 

When relief is not secured by cleanliness, keep- 
ing the parts dry and local applications of mod- 
erate strength, together with efforts directed at re- 
moval of the cause, then it seems to be generally 
agreed that some more radical measure must be 
adopted in the direction of destruction or partial 
destruction of the pathological tissue. Among the 
agents used for this purpose are strong solutions of 
silver nitrate and the ointment of nitrate of mer- 
cury, which were, I think, first suggested by Dr. 
Lewis J. Adler of Philadelphia. The silver ni- 
trate may be used even in saturated solution, and 
after this application, nitrate of mercury ointment 
may be immediately applied. Another good appli- 
cation is phenol, painted over parts, care being 
taken in the use of this and the strong nitrate of 
silver solutions not to allow them to get into the 
anal canal, where ulceration may follow. After 


either application is made it is allowed to remain 
a few minutes and then the parts are washed with 
water. 

Such applications are calculated to destroy the 
superficial layers of the skin and should not be re- 
peated until desquamation had occurred. The 
French surgeons have employed the curette much 
for this purpose. Some prefer the Paquelin cau- 
tery to destroy the superficial layers of the skin. 
All these and others I have employed with satis- 
factory results in some cases, but too frequently 
there is disappointment and something more radi- 
cal, with results more enduring, is desirable. 

In trying to arrive at the best method of treat- 
ment of bad cases, the writer, acting on suggestions 
of Dr. J. P. Tuttle in his lectures at the New York 
Polyclinic, subjected some of his worst cases to 
x-rays and, though results are not permanent in all 
cases, they are decidedly more lasting than when 
superficial layers were destroyed by local applica- 
tions; and if we but bear in mind the histological 
changes effected by x-rays such result might -read- 
ily be expected. Oudin, Barthelemy and Darier 
have made careful studies of skin taken from areas 
of alopecia experimentally produced by x-rays in 
guinea-pigs. Their findings are in part as follows: 
“The destruction of the hair follicles and epidermis 
where the cutis and vessels are only in the slight- 
est degree altered is very significant. The thickening 
of the epidermis in all its layers, the enormous in- 
crease in kerato-hyalin and extreme atrophy of the 
follicles are to be looked on as a reaction against 
an irritaion of unusual severity. The irritation 
seems to increase the vitality of the least differen- 
tiated tissues, while it produces degeneration and 
atrophy of the more highly differentiated structures 
—hairs, nails and glands.” 

Pusey and Caldwell, under Hyperidrosis and 
Seborrhea, in The Roentgen Rays in Therapeutics 
and Diagnosis, says: “The effect of the x-ray is 
perhaps less upon the sweat glands than upon the 
hair follicles or sebaceous glands, Histological 
studies, however, indicate, that there is some atro- 
phy of the sweat glands as the result of x-ray ex- 
posures and upon theoretical grounds, therefore, I 
suggested the use of x-rays in hyperidrosis.” 

We have, therefore, produced by the «x-ray the 
destruction of the epidermis sought after in the em- 
ployment of counter-irritants, caustics, cautery, etc. 
In addition to this, however, we secure a partial 
or complete destruction of both sebaceous and 
sweat glands and the few hair follicles with which 
this part of the integument is supplied. 

This clears up the situation somewhat. In this 
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area the sebaceous glands are very numerous and, 
filled with bacteria and decomposing materials, they 
may contribute to the irritation. They certainly 
render thorough cleansing of the parts difficult or 
impossible. The removal of hair follicles removes 
some irritation from the parts. 

One of the first changes noticed after +-ray 
treatments of these parts is a diminution of mois- 
ture, and since the x-rays destroy the glands, and 
I have seen the sebaceous glands change and with 
them the moisture disappear, it has seemed prob- 
able to me that the sweat glands, with possibly the 
sebaceous glands, were the source of the character- 
istic moisture of these parts. I also so concluded 
because the behavior of these cases was in some 
respects like that of hyperidrosis treated with 
w-ray. 

Aside from the effects of +-ray on epidermis, 
hair follicles and glands, some or all of the im- 
provement in the symptoms may possibly be the di- 
rect effect on the nerve, as it has frequently been 
found that the pains of rheumatism and trifacial 
neuralgia and gf malignant growths of such sever- 
ity as to require frequent use of morphine have 
diminished and disappeared under the -+-ray. 
Again, the sensation in the parts exposed may be 
changed—at times here may a partial anesthesia or 
hyperesthesia for a while; but the fact remains that 
we have improvement with destruction of the epi- 
dermis whether this change be effected by «-ray or 
caustics, 

Experience with x-ray treatment of these cases 
convinces me that it has a distinct field of useful- 
ness the full extent of which has not yet been ap- 
preciated. 

One case so treated 24 months ago has had no re- 
currence of symptoms. 

One case remains cured after 20 months. 

One case remains cured after 18 months. 

Three cases remained free from symptoms for 
three, four and seven months. 

Two cases treated by Dr. Lynch and myself at 
St. Bartholomew’s Clinic were relieved in two weeks 
and remained free from symptoms for three and 
six months, respectively, when we lost sight of 
them. 

The writer has also attempted to get rid of symp- 
toms by excision of a greater part of the diseased 
skin. The method of Ball of making a circular in- 
cision, dissecting up the skin and sewing back, thus 
destroying temporarily the nerves, although giving 
temporary relief, promised little for permanency 
of cure, 

The method of Matthews of excising all diseased 


tissue has been practiced a few times, but is recom- 
mended for the worst cases—possibly for only 
cases that could not be relieved by other measures. 
Since this operation is followed by a scar entirely 
surrounding the anus which may produce stricture 
or, if not, may be a constant source of cracks and 
abrasions—scar tissue not having the elasticity of 
normal skin—it does not seem wise ever to resort 
to it. 

The method of Dr. H. P. Hamilton of Omaha, 
seeks to get rid of the diseased skin without trou- 
blesome cicatrix remaining. He dissects away the 
diseased area, elevates the edges of the skin, brings 
them together in front of and behind the anus and 
sutures them to the mucous membrane. This should 
effect a cure where all diseased skin could be so re- 
moved. 


M 
4 


‘ Author’s Operation.—About two years ago I no- 
ticed that some improvement of itching followed 
removal of piles, and that the more extensive the 
piles removed, the greater the relief. Based on this 
observation, I began to remove a portion of skin 
and mucous membrane where pruritus existed 
without piles, the remaining skin being elevated or 
separated from subjacent tissues, so as to destroy 
as much as possible the nerve supply. This opera- 
tion takes away all the diseased skin except two 
strips three-eighths to one-half inch wide, selected 
where the tissue seemed to be least diseased. The 
outer limit of the incision begins one to one and a 
half inches from the anus, but this is dissected up 
so as to include the columns or crypts of Morgagni 
where there is thickening or abnormality of these. 
The two accompanying illustrations sufficiently de- 
scribe the procedure. This operation is a compro- 
mise between those of Matthews and Ball. All the 
skin is not removed so we need have no fear of 
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stricture resulting. All the diseased skin not being 
left there is reason to believe that should the itch- 
ing recur it would not be as troublesome as before. 

Another feature is that the remaining strips of 
skin are stretched and thinned out by cicatricial 
contraction at the site of the resected portion. 

Where the sphincter was much hypertrophied a 
median incision was made posteriorly, thus cutting 
the few transverse fibres and separating the longi- 
tudinal fibres of the external sphincter for one inch 
posterior to the anal margin. This incision does 
not extend as high as the internal sphincter. This 
was done with the idea of lessening the power of 
the sphincter and thus diminishing the interference 
with the return circulation from this area. 

This operation can be more satisfactorily per- 
formed under general anesthesia. I have per- 
formed it, however, under local anesthesia, using 
one-half of one per cent. cocaine. After operation 
is completed, denuded surfaces are covered with 
10doform gauze and a Lynch modification of Pen- 
ington tube of small diameter is inserted and re- 
tained in place by adhesive strips across the but- 
tocks. Bowels are confined three days by small 
doses of deoderized tincture of opium. At end of 
two or three days the tube is withdrawn after irri- 
gating rectum through tube and introducing three 
ounces of olive oil or cascara or compound licorice 
powder is given to secure a soft movement. 
Denuded surfaces heal by granulation in two 
to four weeks. The parts are irrigated daily and 
dressed with a five to ten per cent. balsam peru in 
castor oil. There is little or no pain after tube is 
removed and patient need not remain in bed longer 
than three days: ; 

My results have been very encouraging with this 
operative procedure: 

Two cases operated on 18 months and 16 months 
ago have remained free from symptoms. 

One case operated on 13 months ago had a par- 
tial return of symptoms after four months. 

One case had a partial resection under cocaine 
7 months ago. Itching was relieved on that side. 
Two weeks later the operation was completed by re- 
moving skin from the other side under cocaine. This 
patient was entirely free from symptoms for one 
month, since which time he has not been heard from. 

I have also employed superficial injections of al- 
_cohol in the treatment of a few cases, in the hope 
that itching would be as amenable to this form of 
treatment as pain; nor was there any hesitation to 
employ alcohol, as the solution would be injected 
in the cellular tissue, just beneath the skin where 
only sensory nerve fibers would be encountered. In 


the first two cases 30 minims of 95 per cent. alcohol 
were injected into the anterior quadrant. Three 
punctures were made at the outer edge of the dis- 
eased skin, one in the middle line and one a half 
inch to either side of the median line, the point of 
the needle being carried just beneath the skin to 
the edge of the anus and gradually withdrawn de- 
positing the alcohol. The pain was marked but 
lasted only a few minutes. Itching disappeared 
immediately. There was some inflammatory re- 
action and some superficial necrosis. For each de- 
posit of alcohol there were from one to three per- 
forations of skin following this destructive inflam- 
mation. In from three to seven days injections 
were repeated in a different quadrant, but using a 
weaker solution, the one employed being the same 
that Bodine and Keller are using by deep injection 
for relief of trifacial neuralgia. The formula is: 

Cocaine hydrochloride gr. i 

Chloroform 

Alcohol 


This solution, injected the same way, did not 
produce any necrosis of skin and the pain was only 
slightly less marked. 

One of the above cases was injected in the an- 
terior and posterior quadrants, and since perfect 
relief resulted no other injections followed. This 
case had lasted three years, always more or less 
troublesome, but since the injections there has been 
entire freedom from itching for three months and 
twenty days. 

The second case was injected in the four quad- 
rants. This gave entire relief for one week, then 
there was slight recurrence in one quadrant. An- 
other injection of twenty minims was made and 
perfect relief followed, which has lasted almost 
three months. This patient was a laborer and for 
years had been inconvenienced when he would walk 
much. 

A third case was one in which portions of skin 
had been removed in an operation for piles and 
the remaining skin elevated. Itching disappeared 
for six months and then reappeared in a moderate 
degree only, in the strips of skin that remained. 
These were injected at one sitting. Itching disap- 
peared and again reappeared after one week when 
another injection was given and patient has re- 
mained free from symptoms for one month. 

A fourth case was injected in the posterior quad- 
rant on May 28th. Three days later some necrosis 
had occurred at the site of two injections. May 
31st the injection was repeated in the anterior 
quadrant. This was a very troublesome case. 
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Thirty minims were used, as above described. Af- 
ter pain disappeared no itching was present. 

These casese have been too few and the results 
have been of too short duration to be decisive. 
Reasoning from analogy, however, we might ex- 
pect recurrence of symptoms after an interval pos- 
sibly of several months, for alcohol in the treatment 
of neuralgia is not believed to destroy the nerve but 
to block its power of transmission of pain. It is 


possible, however, for results to be more perma- 


nent, for injections of alcohol into the sciatic nerve 
have in some cases produced motor disturbances 
that have lasted two or three years. When this 
method is employed it is important not to deposit 
too much of the alcohol at any one point since this 
would tend to produce necrosis. Also, as in the 
treatment of trifacial neuralgia, it is well to realize 
that injections may have to be repeated several 
times before symptoms are relieved. 
tor West 81st STREET. 


SOME ACCIDENTS AND COMPLICATIONS 
OF GYNECOLOGICAL OPERATIONS.* 
SAMUEL M. Brickner, M.D., 

NEW YORK. 


It is a common thing in these days of highly per- 
fected surgical technic to report a large number of 
satisfactorily operated cases, and to present the 
specimens derived therefrom. I make no comment 
upcn this routine procedure. It serves a laudable 
ambition and a laudable purpose. But it has seemed 
to me that it might not be amiss, for once, to pre- 
sent for consideration, some of the accidents which 
sometimes mar the perfect work of the gynecologist, 
and some of the complications which occasionally 
interfere with the perfect convalescence of his 
patients. For there is no surgeon, however expert 
or experienced, who does not sometimes meet con- 
ditions which impair, moderately or seriously, the 
results of his operations, or who is not sometimes 
the victim of circumstances which bring about a 
similar outcome. 

The great majority of gynecological operations 
end without untoward results. Many of them are 
dificult technically, or because of the inherent dif- 
ficulties attendant upon operations in deep cavities. 
But with care and with patience these difficulties 
are usually overcome. Curiously enough, it is fre- 
quently in the simplest and easiest of procedures 
that the complications of which I intend to speak, 


“Read before the Harlem Medical Society, May 5, 1909. 


arise ; on the other hand, some of the apparent tech- 
nical errors occur in cases of the most difficult oper- 
ative maneuvers. 

Probably the most common accident occuring 
during gynecological operations is perforation of 
the uterus with a curette. I doubt that there is any 
operator to whom this has not occurred. I have 
seen seven of these cases, one of them occurring in 
my own hands. The sensation of a curette going 
through the fundus of the uterus is one which can 
hardly be described. Of a sudden, the end of the 
instrument seems to disappear—it becomes lost. If 
the curettage has been progressing for a while, the 
cavity of the uterus which has been clearly defined 
by the curette suddenly seems to give way, and one 
recognizes that an unusual something has taken 
place. With the site of the perforation clearly in 
mind, a skilful operator may finish his operation if 
it is necessary—as after an incomplete abortion— 
but he should refrain from irrigation so that the 
fluid may not enter the abdominal cavity. The 
uterus may be packed with gauze which should be 
left in place for two or three days so that the peri- 
toneal coat of the uterus may have time to close 
over. If the uterine contents for which the curet- 
tage was done, were septic, however, the outlook 
for such a speedy and uneventful recovery is not 
so good. The procedure here must be different. 
While, of course, irrigation must be avoided, an 
opening to provide drainage should be made at once 
in the posterior fornix. This will be sufficient, as a 
rule, to provide against disaster. ° 

Of the seven cases I have personally had to do 
with, all. recovered. In only one was a laparotomy 
necessary. This was a patient who was brought 
into Mt. Sinai Hospital one hour after a perfora- 
tion of the uterus with a placental forceps while an 
abortion was being performed. The physician who 
accompanied the patient said that he was sure that 
he had carried down intestine into the vagina but 
that he had at once replaced it. 

To make sure, however, that the lips of the uter- 
ine wound did not contain intestine, the abdomen 
was opened, the wound found free from gut, the 
very loop which had been seized was identified by 
the marks of the clamp and found uninjured, the 
uterine wound was closed and the womb was then 


_ cleaned out with a curette. The patient made an 


uneventful recovery. In two other instances, it was 
necessary to open the posterior fornix a few days 
after the operation to provide drainage for a collec- 
tion of fluid blood which had escaped from the torn 
uterine edges. 

It is quite likely that in some cases the peritoneum 
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itself is not torn through by the curette, that only 
the muscle as far as the peritoneum is injured. In 
these cases, in the absence of symptoms, of course, 
no abdominal operation is necessary. Let me repeat 
that in a clean case in which the operator has been 
sure of his own asepsis, his patient wil! make a very 
good recovery if nothing further is done than to 
pack the uterus. 

The next most common accident of an unfore- 
seen character is hemorrhage from any cause. This 
may be as fruitful a source of anxiety if it is extra- 
abdominal as if it is intraabdominal. Three fatal 
cases of intraabdominal operative hemorrhage have 
come under my notice. One was irom the slipping 
of a ligature from the stump of the mesentery of 
the appendix, one from the slipping of a ligature on 
the uterine artery following a hysterectomy, and one 
from a general oozing after an attempt to extirpate 
an hematocele following a ruptured tubal preg- 
nancy. While these are accidents which may befall 
any operator they are none the less most harrassing 
when they do occur. The only safeguard one can 
employ is constant care in the fastening of his liga- 
tures and the precaution never to close the abdomen 
until he is certain that all oozing and bleeding have 
been stopped. Even with all the usual and unusual 
precautions every operator of some years’ standing 
will have a few‘of these sad cases to his credit. 

But there are other sources of hemorrhage than 
the slipping of ligatures from bloodvessels. Rents in 
the broad ligament from excessive traction or from 
perforation by an instrument may give rise to pro- 
fuse bleeding, and it is not at all uncommon for 
vascularized adhesions to bleed so severely that only 
very tight packing or the passing of deep sutures 
will control it. Oozing surfaces on tumor masses 
or from the cut edges of the cervix in abdominal 
hysterectomy may cause a great deal of trouble. 

In the performance of operations for cystocele 
in which the bladder is pushed back to reduce com- 
pletely the prolapse of the organ, it is a very com- 
mon incident for the veins at the base of the blad- 
der to be torn through, causing an amount of 
bleeding that may at times become alarming. I 
have seen more than once, half an hour consumed 
in controlling by suture, ligature or pressure, these 
troublesome vessels. In one instance, a secondary 
hemorrhage was so severe that the patient had to 
be reoperated upon the same night, subsequently 

shaving another operation performed. The same 
thing holds true of the vessels overlying the rectum 
which during a rectocele operation or one for lacer- 
ated perineum, may occasion almost uncontrollable 
hemorrhage. But the most serious hemorrhages, I 


believe, come from arteries in the cervix which are 
incised or torn in the performance of a trachelor- 
rhaphy. These are not so difficult to control when 
the cervix is freely movable, and can be brought 
within reach of the needle-holder. But given a 
cervix that is not movable, in a vagina that is very 
narrow and very deep, and it may well give the 
operator some alarm until he has succeeded in 
effectually stopping the bleeding. 

One of the most peculiar experiences I have had 
occurred a few months ago. The patient was a lady 
who four years previously had been operated upon 
for a cystocele and a rectoceie. The latter opera- 
tion was successful, the former not. At her urgent 
request, I consented, against my will, to operate in 
her home, for I feared some complication on ac- 
count of the large amount of scar tissue present. 
Nothing was undertaken except the correction of 
the cystocele. It was not an easy operation on 
account of the scar tissue and I encountered a great 
number of newly formed bloodvessels. It was nec- 
essary during the operation to draw the left vaginal 
flap strongly to the left to permit me to catch a 
spurting vessel. The operation was concluded in 
about twenty minutes, and while cleaning out the 
vagina, it was noted that the posterior fornix was 
full of blood. This was a little mystifying as the 
posterior vaginal wall had not been touched. As 
soon as the vagina was mopped out it would again 
fill with blood. Finally, way up in the left lateral 
fornix a small rent in the vagina was found. This 
was packed with iodoform gauze and the bleeding 
seemed to stop. I remained with the patient for 
nearly an hour but had barely reached my home 
when I was hastily summoned, to find her lying in 
a pool of blood, practically exsanguinated. Pack- 
ing was useless, so I removed her at once to the 
hospital, where with really infinite difficulty, I suc- 
ceeded in passing three silk sutures through the rent 
in the lateral fornix which, it appeared, went up to 
the peritoneum. Her convalescence, after a stormy 
day or two, was uneventful. The manner of this 
accident was not at all clear at first. But I am now 
certain that the great strain put upori the left flap 
of the anterior vaginal wall during the operation, 
was transmitted downward and was responsible for 
the tear in the left lateral wall and the subsequent 
hemorrhage. 

Another intraabdominal condition which occa- 
sionally leads to serious bleeding is a papillomatous 
condition of the ovaries with implantation of the 
growth upon the peritoneum and intestine after it 
has burst through its capsule. The attempt to re- 
move all the tumor mass sometimes leads to severe. 
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almost uncontrollable hemorrhage. The same thing 
holds true of the effort to remove the placenta in 
cases of abdominal pregnancy. The placenta be- 
comes adherent to intestine, omentum and perito- 
neum and forms strong vascular connections. 
Spread out as it is over a large area, the attempt to 
remove it may result in fatal hemorrhage. It is 
therefore considered the better technic to leave the 
placenta im situ, to marsupialize it and to drain, un- 
less it appears that it can be easily shelled out of its 
bed. 

An unusual incident occurred to me illustrating 
the constant preparedness with which the surgeon 
must work. I was operating for an extra-uterine 
pregnancy on the right side in which the ovum had 
already been extruded through the fimbriated end 
of the tube. As soon as the abdomen was opened 
and the intestines packed out of the way, I passed 
my hand into the right side of the pelvis, seized the 
affected tube and drew it gently toward the wound. 
This had been barely accomplished, when the entire 
tube tore away from its insertion into the broad 
liagment. For a moment there was a profuse hem- 
orrhage which was controlled at once by the placing 
of a few clamps. The explanation is simple,—the 
parts were so exceedingly friable that the slight 
tension I exerted upon the broad ligament was suf- 
ficient to cause its rupture. 

Among the more serious accidents are those 
occurring to the bladder and ureter in the course 
of various procedures. The ureter may be ligated 
in the course of an abdominal or vaginal hysterec- 
tomy,—in the latter instance only when the bladder 
is not sufficiently pushed out of the way—during 
the removal of intraligamentous growths or severe 
inflammatory products which involve many organs 
or dip down deep into the broad ligament. Or it 
may be that only a section of the ureter in its longi- 
tudinal axis may be included in the ligature. What- 
ever the actual injury to the ureter, the end result 
is usually the same, the creation of a fistula. How- 
ever careful and conservative the operator, this par- 
ticular accident is occasionally bound to occur. For- 
tunately, it is not usually attended with fatal results. 
Sometimes the fistula closes spontaneously, espe- 
cially if the ligature is of catgut, as Martin has 
pointed out. Or, it lends itself readily to a cor- 
tective operation, or a hydrops of the kidney devel- 
ops which ultimately leads to its atrophy. Some- 
times, indeed, infection of the urinary tract on the 
affected side takes place and then it may become 
possible that the kidney and its ureter may have to 
be removed. 

Injuries to the bladder may occur in vaginal 


operations or during the performance of a hysterec- 
tomy. In the former case, as in a cystocele opera- 
tion, the finger or an instrument may be pushed 
through the bladder wall. Usually all that is neces- 
sary is to repair the wound. An abdominal injury 
to the bladder may be more serious. I have seen 
one case at autopsy. An abdominal hysterectomy 
for carcinoma of the cervix had been performed. 
During the amputation of the uterus the bladder 
wall was evidently incised with the scissors and the 
injury was.apparently not recognized, for at the 
post-mortem examination the pelvis and its struc- 
tures were infiltrated with urine, while it was evi- 
dent that much more must have escaped by way of 
the vaginal packings which were still in place. An- 
other instance was one in which the bladder was 
drawn high up on the anterior surface of the uterus 
which contained half a dozen fibroids. This is not 
very uncommon, but in this case the bladder was 
nearly at the umbilicus, and when the peritoneum 
was reached the bladder was incised for about an 
inch. It was at once closed and gave no subsequent 
trouble. 

It remains for me only to speak of intestinal in- 
juries. These may arise when the peritoneum is 
first opened, a loop of intestine—almost always the 
small intestine—being grasped by the forceps which 
is putting the peritoneum on the stretch. This is 
often nothing but a mere nick and can be easily 
repaired without having caused or causing damage. 
Or it may be, that owing to an inflammatory process 
or the result of a previous peritonitis, the intestine 
is adherent to the parietal peritoneum. It may not 
then be possible to open the abdominal cavity with- 
out causing some injury to the gut. Much more 
serious, however, are the injuries to the intestine 
arising from the separation of the gut bound by 
dense adhesions to the bladder, uterus, tubes or 
ovaries or to all of them. These results of inflam- 
matory conditions make the intact separation of the 
intestine at times impossible or impossible, at least, 
without leaving attached to it some of the diseased 
tissue, a method, indeed, which is followed by most 
operators. Sometimes the gut is so adherent to 
tumors, however, or forms such an integral part of 
the tumor mass, that its resection becomes a matter 
of necessity. While this is no accident, it compli- 
cates the character of the operation very seriously. 

I shall not go into the particular complications 
which sometimes follow individual operations, such 
as failure from one cause or another of plastic 
operations, intestinal obstruction from bands, re- 
currence of uterine displacements, mental disturb- 
ances, etc., etc. But I shall touch upon a few of 
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the commoner sequels occuring immediately after 
operation. Once in a while, if the operator is not 
careful of his hemostasis, there will be some oozing 
into the abdominal or vaginal wound, with the re- 
sult that an hematoma is formed. This may or may 
not require opening, depending upon its size and its 
freedom from infection. Whether it requires open- 
ing or not, it is an annoyance to the patient and to 
the surgeon. There may even be an intraabdominal 
oozing which may require an incision into the cul- 
de-sac of Douglas. When this does occur it is 
usually from omental bleeding or oozing from a 
tumor mass. Occasionally a patient will vomit so 
severely that a strain of unusual intensity is placed 
upon the sutures, which finally give way and the 
wound bursts open. It may not open any further 
than the fascia or the peritoneum may become ex- 
posed. A hernia is the invariable result, or the 
wound may become infected. As this is one of the 
bugbears of surgery, every operator has devoted 
thorough study to its avoidance. And yet it occurs 
in the best regulated households from time to time. 
I have often thought that to infect a vaginal wound, 
the infecting organism must be rather virulent, since 
the vagina withstands so many sources of infection. 
But be the infection mild or not, it mars the effect 
of the operation to some extent. 

An intraabdominal condition which certainly 
gives rise to anxiety, although not always serious, 
is the post-operative formation of exudates. Coming 
on with fever, an increased pulse and all the signs 
of an acute infection, the diagnosis may be in doubt 
for a few days or hours. But presently the charac- 
teristic mass can be detected and unless a suppura- 
tive process starts, the exudate gradually disap- 
pears, leaving, however, some adhesions which may 
remind the patient of her operation for a long time 
to come. I am not referring now to the so-called 
“stump exudates” which form about the stumps of 
pedicles. These represent an aseptic pouring out 
of plastic lymph and give rise only to a sensation 
of pain on pressure, and not always even to this. 

I could go much further into the subject than I 
have done, and could include phlebitis, acute dilata- 
tion of the stomach and other serious post-operative 
conditions, but my purpose was only to touch upon 
some of these themes. I have said enough, I think, 
to show that we can never promise our patients too 
little in the way of operative results, that we 
should always be conservative in our prognosis and 
that we should be unremitting in our efforts to 
make our surgery as safe as it is possible for us 
to do. 

136 West 85TH STREET. 


THE UTILITY OF THE VAGINAL DOUCHE. 
Byron Rosrnson, B.S.M.D., 
CHICAGO, ILL. 


The utility of the vaginal douche depends on the 
axiom that living, flowing blood cures disease. The 
apparatus through which the vaginal douche accom- 
plishes the hyperemia or its result is the genital 
inosculation circle. The method of applying the 
therapy through the vaginal douche is by excessive 
or exaggerated physiology—i. e., by congestion of 
the genitals. An inosculation circle consists ana- 
tomically of a vascular arc, automatic nerve gan- 
glia and peripheral viscus. The genital inoscula- 
tion circle is the utero-ovarian artery. The auto- 
matic nerve ganglia of the genital inosculation cir- 
cle are what I termed some fifteen years ago the 
“automatic menstrual ganglia.” An inosculation 
circle consists physiologically of a vascular arch 
which by dilating and contracting congests and 
decongests the peripheral viscus. The peripheral 
viscus and inosculation circle are connected by 
“straight terminal vessels” (rami genitales). The 
stimulation of the automatic nerve ganglia located 
on the arc of the genital inosculation circle engorges 
the peripheral viscus, initiating and sustaining gen- 
ital function (sensation, peristalsis, absorption, se- 
cretion, ovulation, menstruation, gestation). Stimu- 
lation of the automatic menstrual ganglia located 
on the genital vascular arc produces the congestion 
of menstruation—a blood flow oozing from the 
genitals—and also the profound engorgement of 
gestation. The utility of the inosculation circle 
consists in controlling maximum blood volume for 
the purpose of engorging peripheral viscera. The 
stimulation of the genital inosculation circle by the 
hot vaginal douche increases the uantity of blood 
flowing through the genitals—and blood cures dis- 
ease. Maximum engorgement of the peripheral vis- 
cus results in maximum visceral elimination, drain- 
age. During the vigorous employment of the vagi- 
nal douche its stimulation produces premature ap- 
pearance of menstruation. The vaginal douche may 
be safely employed during the first months of preg- 
nancy to enhance the blood supply of the uterus and 
nourishment of the fetus. The stimulation of any 
segment of the automatic nerve ganglia of the inos- 
culation circle functionates or engorges its entire 
circumference. The stimulation of the peripheral 
viscus of the inosculation circle hyperemizes, con- 
gests, engorges the peripheral viscera—as by men- 
struation, the fetus in gestation, a myoma in the 
uterus, intrauterine pessary, vaginal tampon, mas- 
sage electricity, copulation. 
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The favorable therapeutic utility in the employ- 
ment of the intrauterine stem pessary (rubber, 
gutta-percha, metal) rests on the rock and base of 
its stimulation introducing hyperemia, congestion, 
engorgement of the peripheral viscus (the genitals). 
The rational therapeusis of the inosculation circle 
is visceral drainage (administration of ample fluids 
at regular intervals) which produces maximum vis- 
ceral hyperemia and maximum visceral ‘elimination. 

A. The fountain syringe reservoir for the vagi- 
nal douche should be of 12-quart capacity. The 
simplest and most economical vaginal syringe is a 
12-quart wooden pail. 

B. The Jocation of the syringe should be four 
feet above the patient. 

C. The quantity of fluid administered in the be- 
ginning should be 2 quarts for patients unaccus- 
tomed to its use, and 4 quarts for those accustomed 
to its use. The quantity should be increased a pint 
at each administration to 12 quarts. 

D. The temperature of the douche should be 
105° in the beginning and increased one degree at 
each administration until it is as hot as it can be 
borne (115 to 120°). 

E. The duration of the douche should be 10 min- 
utes for each gallon. 

F, The time to administer the douche is in the 
evening immediately before retiring and in the 
morning (after which the patient should lie horizon- 
tally for 45 minutes). 

G. The position of the patient should be on the 
dorsum. 

H. As to the method of administering the 
douche the patient should lie on a sufficiently in- 
clined plane to allow the returning fluid to drain in- 
to a vessel (pail, pan). The ironing board, wash- 
tub, or board resting on the bath tub conveniently 
serves the purpose. The douche should not be ad- 
ministered in the bed (unless ordered) nor in the 
standing or sitting posture or on the toilet seat. 

I. As to ingredients a handful of sodium chlor- 
ide (NaCl) and a half teaspoonful of alum should 
be added to each gallon, the sodium chloride to dis- 
solve the mucus and pus, to act as a natural anti- 
septic and to prevent reaction. The alum is to 
astringe, check waste secretions and indurate tissue. 

J. The vaginal tube employed in administering 
the douche should be sterilized, boiled, and every 
patient should possess one. The most useful vaginal 
tube is the largest that can be introduced or the onc 
that distends the vaginal fornices the greatest, so 
that the hot fluids will bathe the widest surface area 
of the proximal or upper end of the vagina—the 


most adjacent to the uterine vessels (arteries, veins, 
lymphatics). 

K. The utility of the vaginal douche is: (a) it 
stimulates contraction of tissue (muscle, elastic and 
connective); (b) it stimulates the contraction of 
vessels (lymphatics, veins and arteries) ; (c) it ab- 
sorbs exudates; (d) it checks secretion; (e) it isa 
stimulant; (f) it relieves pain; (g) it cleanses; 
(h) it checks hemorrhage; (i) it curtails inflamma- 
tion; (j) it drains the tractus genitalis. The use- 


The Utero-Ovarian Artery—The Genital Inosculation, Circle. 

Fig. 1. The utero-ovarian artery (1, 2, 3) is a typical inosculation 
circle, the genital inésculation circle consisting anatomically of a 
vascular arc (1, 2, 8), automatic nerve ganglia (automatic menstrual 
ganglia, and pelvic brain) and peripheral viscera (uterus, oviduct, 
ovary). Physiologically the object cf the genital inosculation circle 
is to congest (engorge) its peripheral viscera. The genital inoscu- 
lation circle is functionated by stimulating (by vaginal douche, intra- 
uterine stem pessary) its automatic nerve ganglia which dilates the 
circle and congests, engorges its peripheral viscera. The genital 
inosculation circle is engorged by stimulating its peripheral viscera 
as by menstruation, the fetal ball, a myoma within the uterus, an 
intrauterine stem pessary, vaginal tampon, massage, electricity. 


fulness of the vaginal douche depends on the quan- 
tity of fluid, the degree of temperature, its composi- 
tion, the position of the patient during administra- 
tion, and on systematic methods of employment. 

L. Disinfectants in a vaginal douche are second- 
ary in value to solvents of mucus, pus, leucocytes ° 
(sodium chloride). 

M. The objects to be accomplished by a douche 
are: (a) The dissolving of the elements in the dis-’ 
charge, as mucus, pus and leucocytes; (b) the 
mechanical removal of the morbid secretions, accu- 
mulations, and foreign bodies; (c! antisepsis; (d) 
diagnosis. 

N. The requirements of a douche: (a) it should 
be non-irritating; (b) it should be a transparent 
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solution; (c) it should possess solvent powers of 
pus, and especially mucus; (d) it should be con- 
tinued for months; (e) it should be omitted for 
three days during menstruation. 

O. A vaginal douche given according to the 
above directions, will prove to be of therapeutic 
value, in the treatment of pelvic disease, a prophy- 
lactic agent, and a comfort to the patient. 

P. The vaginal douche is contraindicated in sub- 
jects with oviductal gestation or acute pyosalpinx 
(as it is liable to induce rupture of the oviductal 
wall), abortion or leakage of pus through the ab- 
dominal oviductal sphincter. 


SURGICAL TREATMENT OF RETRODIS- 
PLACEMENTS OF THE UTERUS.* 

C. A. Stewart, M.D., 

DULUTH, MINNESOTA. 


Displacement of the uterus as a distinct entity is 
met with in perhaps one-third of the cases seen in 
practice. It usually exists as a factor in or more 
often as a result of associated conditions which are 
more or less apparent as the individual case is made 
the subject of casual or careful study. 

The organ, when in its normal position, is sus- 
pended in the pelvis by the broad ligaments, the 
fundus lying forward and the cervix backward 
toward the hollow of the sacrum. It is very mobile 
and responds readily to slight pressure from above 
or below, and thus readily accommodates itself to 
the varying conditions of the adjacent viscera, being 
pushed downward by pressure from above, so as to 
assume a position of temporary anteversion, while 
force from the opposite direction may cause the 
fundus to rise with equal readiness to a point which 
amounts to retroversion. 

To insure resumption of normal conditions when 
these temporary deviations occur, there are other 
ligaments which then come into play. These are 
the round ligaments which are practically extensions 
of the uterine muscular tissue, so prolonged that 
they pass out through the inguinal canal and find 
attachment to the pubic bone. The uterovesical and 
the recto-uterine reflections of the peritoneum also 
exert a retentive influence upon the uterus to a 
minor degree. 

When a retrodeviation is unduly protracted these 
correcting or retaining media may become so 


* Read hefore the Western Surgical and Gynecological Association, 
December, 1908. 


stretched or relaxed that they are no longer able 
to influence the return of the organ to position, or 
even to retain it after it has been replaced by 
manual or other measures. It sometimes happens 
also that the uterus is suddenly thrown into an ex- 
treme degree of backward displacement, past the 
point of greatest stretching of the round ligaments, 
and, as their elasticity has not been overcome, they 
then act as an aid in perpetuating the abnormai 
position. These cases are generally the result of 
traumatism, such as a fall from a horse or swing, 
and are often relieved by reposition of the organ 
and the use of some retentive measure for a short 
time, because the functionating power of the liga- 
ments has not been destroyed by long-continued 
over-stretching. 

There are cases of uncomplicated displacement 
which exist in individuals who do not show evi- 
dence of impairment of the general health, and 
where the condition seems to be natural to the 
physical characteristics of the individual, and is not 
associated with symptoms other than perhaps those 
of a neurasthenic or neurotic type. In such cases. 
the local condition does not call for treatment, and 
it is better for both patient and physician if it be 
ignored. 

When, however, the displacement is accompanied 
by backache, leucorrhea, vesical irritation, constipa- 
tion with its associated ills, dysmenorrhea, menor- 
rhagia, or other catamenial abnormality, it demands 
treatment not so much because of the perverted 
position in itself as of the inroads the accompanying 
conditions make upon the general health and it may 
be accepted as a rule that restoration of the uterus. 
to its normal position and the use of retaining 
measures in addition to removal of existing com- 
plications will, by the improvement which follows 
in the local circulation and the relief afforded to 
perverted nerve influence, be the first, most im- 
portant and most logical step in the correction of 
these distressing complications. 

There is another condition which is sometimes 
cured by correcting displacement of the uterus, espe- 
cially retroflexion, and that is sterility, particularly 
when there are no complicating features. 

Treatment of this condition may be in the way of. 
reposition of the organ in uncomplicated cases and 
using a pessary or some other form of supporting 
measure, with the object of giving the stretched and 
devitalized retentive ligaments time to regain their 
normal strength and elasticity. Such treatment is 
and must be regarded as being merely palliative in 
the great majority of cases, however, and resort to- 
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surgical measures is necessary to effect a cure that 
is in any degree permanent. 

The operations in vogue for effecting retention 
are dependent upon two principles: One is sus- 
pension of the organ from the peritoneal lining of 
the anterior abdominal wall, and the other is by 
shortening the normal supports of the uterus, par- 
ticularly the round ligaments, so as to render them 
again effective. The round ligaments are either 
shortened in the inguinal canal, by what has become 
known as the Alexander method, or intraabdom- 
inally, when the excess of length in the ligaments 
caused by over-stretching is taken up in loops and 
retained by sutures near the uterus. 

I have not favored ventrosuspension as a re- 
tentive measure for the theoretical reason that in so 
doing we are depending upon artificial means, which 
not only ignore the normal supports, but put re-: 
sumption of function on their part out of the ques- 
tion, and I have not practiced it except in a few 
instances, where other methods seemed inapplicable, 
and when the child-bearing prospects of the patient 
were no longer a factor. 

Whenever it has been feasible to do so, I have 
preferred to shorten the round ligaments because 
the method has appealed to me as being more in 
accord with physiological principles, inasmuch as 
it retains the normal uterine supports and restores 
their functional integrity. It has also been my aim 
to make the shortening in such a way as to retain, 
as nearly as possible, the original position of the 
ligaments, so that the line or axis of their retaining 
influence is not changed, as altering their position 
or changing the direction of traction must, it seems 
to me, lessen their functional activity when called 
into play. 

It is often difficult and sometimes impossible to 
determine the degree of uterine mobility with cer- 
tainty without the aid of an anesthetic, and, as the 
knowledge may be of great importance in de- 
termining the course to be taken to effect retention, 
I am in the habit of deferring decision in doubtful 
cases until the patient is anesthetized for operation, 
when I examine her once more to determine what 
character of procedure is best calculated to con- 
serve her interests. If at this time the uterus is 
freely movable and the adnexa show no signs of 
disease, and no other condition exists which makes 
opening the abdomen advisable, the ligaments 
should be shortened in the inguinal canal by the 
Alexander method, because the after-condition of 
the patient is likely to be better, all things consid- 
ered, if the peritoneum has not been molested. If 
there is any uncertainty, however, as to the absolute 


‘mobility of the uterus, the abdomen must be opened 


and the restricting influences of whatever nature 
must be overcome, or they will render any attempt 
to retain the organ in position nugatory. When the 
adhesions have been freed and reposition effected, 
the ligaments may be shortened, so as to secure re- 
tention by folding them upon themselves and in- 
cluding the excess in sutures. 

My method of doing this, in accordance with the 
principles already mentioned of preserving the posi- 
tion and the direction of traction of the round 
ligaments, is, having the patient in the Trendelen- 
burg position, to catch each ligament with a tenacu- 
lum at a point of from one to one and a half inches 
from its uterine end, depending upon the amount 
of slack found, and drawing them forward until 
they are slightly tense, when it will be noticed that 
they lift the peritoneum which covers them so that 
the vesico-uterine fold forms a sort of sulcus run- 
ning from the bladder to the uterus. There is a re- 
dundancy of peritoneum between the raised liga- 
ments, owing to the stretching it has undergone, 
which I draw together from side to side, folding it 
upon itself and retaining it by a fine running catgut 
suture, beginning at the bladder and following back- 
ward until the round ligaments are reached, thus 
making this peritoneal fold a factor in retention. 
A No. 0 chromic catgut suture is then‘ passed 
through both segments of one ligament and se- 
curely tied, so as to fold the excess upon itself, 
forming a loop, taking pains to pass the suture so 
that the lower segment will be drawn up to the 
point where the ligament is attached to the uterus, 
thus preserving its direction of traction as well as 
its position. After the other ligament is treated in 
a similar manner, the two loops are folded over 
upon one another and fastened together as well as 
to the anterior surface of the uterus. 

While the technic is slightly different, the thera- 
peutic principles involved are essentially the same 
as in the procedures of Wylie, Webster, Coffey and 
others, inasmuch as they all utilize the peritoneum 
to a greater or less degree as an adjunct, and aim 
to restore the function of the round ligaments by 
taking up and disposing of their excess in length 
in such a manner as to reinvest them with a part 
at least of their original integrity but I think that 
attention to the details of the operation with the 
view of preserving the normal direction and degree 
of traction of these ligaments is a very important 
feature, as it restores their functional activity to the 
physiological degree, and the uterus is mobile at 
an early date after the operation, which is certainly 
a most desirable condition for the patient. 
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Coffey states, as the result of personal observa- 
tion, that the round ligaments when included in a 
series of absorbable sutures together with their 
peritoneal covering, gradually free themselves from 
the strictures which form as the result of adhesions 
of the peritoneal surfaces to each other, and regain 
their elasticity, so that, in time, they become able to 
perform their usual function, and my experience 
would tend to confirm his conclusions. 

The reports have been so favorable that I have 
come to regard the procedure as one from which 
I can expect definitely good results, and not be 
troubled by fears of failure, because the operation 
when made in this way is almost universally ap- 
plicable ; it is safe and easy to perform, and uterine 
reposition is definite and permanent, and, as the 
object of the procedure is restoration of the original 
normal conditions, it is found that relief to the 
patient is prompt to follow, and disappearance of 
the distressing symptoms is the rule; and, after all 
is said, symptomatic relief is the most reliable test 
of the value of an operation of this character. 


FRACTURES OF THE RADIAL SHAFT. 
ROTATION DEFORMITY (OCCURRENCE 
AND DIAGNOSIS) AND ALUMINUM 
PLATES.* 

Wittiam S. Tuomas, M. D., 
Surgeon-in-Chief, Out-Patient Department, St. Luke’s 
Hospital, 

NEW YORK. 


In a recent study of 368 cases of fractures of the 
forearm observed in the out-patient department of 
St. Luke’s Hospital, the shaft of the radius was 
found to have been broken 86 times. The com- 
parative frequency of impaired rotation of the hand 
as an end result in these cases led to the attempt 
to discover a means to foresee and prevent this 
disability. 

A loss of supination of the hand after fracture 
of the shaft of the radius is due to one or more of 
the three following factors: 

1. Cross-union where both radius and ulna arc 
fractured at the same level. 

2. Diminution of the interosseous space by ap- 
proximation of radius to ulna. 


' 3. Faulty rotation of the upper radial fragment 


upon the lower by muscular action. 
1. The liability to cross-union between the 
S Read before the Surgical Section of the New York Academy of 


Medicine, May 7, 1909, and before the West Side Clinical Society, 
May 6, 1909. 


bones seems to have been overestimated. Callender 
mentions that among the many specimens to which 
he had access in London hospital museums and 
among those mentioned in the literature, but four 
cases showed cross-union of the shafts. It has not 
been observed by the writer. 

2. Where either of the radial fragments is 
drawn ciose to the ulna.the resulting diminution of 
the interosseous space may interfere with rotation 
after union, since during rotation of the forearm the 
bowed radial shaft must be free to recede to some 
distance from the ulna. (Figs. 1, 2, 3 and 6.) 


Fig. 1 Approximation of Upper Fragments. Fracture of Radius 

Above Insertioa of Pronator Teres. Faulty Rotation of Upper 

ial Fragment. 

3. One reason for the too commonly seen im- 
pairment of the function of supination after frac- 
tures of the shaft of the radius would seem to be 
the routine custom of immobilization with the hand 
semiprone. It is evident that after union occurs 
with the hand semi-prone or prone while the upper 
fragment of the fractured radius is already supi- 
nated by muscular action, it will be impossible to 
supinate the hand. When the fragments have 
united in such a faulty relation to each other every 
degree of rotation of the upper fragment upon the 
lower is a degree of rotation lost to the limb beloz. 

This unique rotatory function of the human 
radius is associated after fracture with certain re- 
sults which repay study. Impairment of supination 
is a serious disability. The natural movement is 
but badly compensated for, when iost, by an awk- 
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ward motion from the shoulder, with bending in 
of the elbow. 

Anatomy.—The muscles of salient importance 
concerned with rotation of the radius are the fol- 
lowing: The biceps exerts a powerful supinating 
effect on the radius through the tuberosity at its 
upper end. The broad supinator brevis folded 
around the upper end of the bone not only supinates 
the upper fragments of a broken radius, but also 
tends at times to draw it and the ulna together. 

Opposed to the action of these two muscles is the 
pronator radii teres descending obliquely across the 


positon of Soft Parts. 
anterior surface of the forearm and inserted at the 
middle of the convexity of the bowed shaft of the 
radius. This muscle seems to have received an 
undue amount of consideration as an opponent to 
the action of the above mentioned upper supinators. 
It has been commonly maintained that faulty rota- 
tion of the upper fragment occurs only in those cases 
where the fracture is above the insertion of prona- 
tor teres, while in breaks below the middle of the 
radius the strong pull-of the pronator teres would 
overcome the tendency to supination by the biceps 
and supinator brevis. Hence the practice advocated 
by some, of treating all those cases of fracture of 
the radius occurring above the insertion of the pro- 
nator teres muscle by immobilizing the forearm in 
supine position. But it will be shown that faulty 
rotation of the upper radial fragment may occur 


with fracture in any part of the shaft. (Figs. 1, 5 
and 6.) And the effect of muscular action in pro- 
ducing deformity is erratically manifested and 
sometimes is lacking, as in figure 7. 

Lonsdale*, in 1838, advocated the supine position 
in the treatment of all cases of fracture of both 
bones of the forearm in which the point of fracture 
of the radius was above the insertion of the pro- 
nator teres muscle, and a respectable number of 
authorities have followed his example. But of late 
years few writers or teachers, so far as has been 
ascertained, have used any other than the semi-prone 


Fig. 3. Narrowing of Intercsseous Space. Fracture (Comminuted) 
Sf Radius Above Insertion of Pronator Teres Without Demon- 
strable Faulty Rotation of Upper Fragment. 


position, although Hamilton* and others admit the 
frequent occurrence of rotatory disability, The 
maintenance of full supination in a splint is un- 
comfortable to the patient, and this may be one 
reason for its unpopularity, especially since there 
has been no certain way heretofore of determining 
whether or not faulty rotation of the upper frag- 
ment were present until after union had occurred. 

The attempt will be made below to describe a 
method whereby the presence or absence of faulty 
rotation in the living bone may be demonstrated. 
If this can be done, it would seem to be the duty 
of the surgeon to individualize these cases which 
come under his care and treat them according to 
the specific indications present instead of depending 
upon a routine practice which may or may not be 
applicable in any particular instance. 
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As will be shown, it is not uncommon to find 
supination of the upper radial fragment while the 
lower remains semi-prone, even where the fracture 
has occurred below the middle of the bone. Details 
concerning this point are given in the table, which 
was compiled from the skiagrams forming the basis 
of this paper. 


TABLE SHOWING OCCURRENCE OF FAuLty SUPINATION OF 
Upper RApIAL FRAGMENT. 
Supination 
of Upper 
No. Patient. Age. Radial 


Fragment. 
Present Absent. 


_ Location of Fracture. 


20 I Upper part of middle third. 
3 Mis Lower third. 
4}; W. H.. 5 1 Lower third (green-stick). 
6 Junction middle and upper 
thirds. 
thirds. 
oF 1 Junction middle and lower 
: thirds. 
8 Lower part of middle third. 
Lower part of middle third. 
MM... Upper part of middle third. 
13 I Junction of middle and 
lower thirds. 
14 1 Lower-part of middle third. 
1S 1 Junction of middle and 
lower thirds. 
7 OW, 14 Lower third. 
194 M.McM. 12 1 Lower third. 
20 1... Upper middle third. 
thirds. 
a2 FC... ? I Upper third. 
23 ? Upper third. 
24 M... 30 Upper middle third. 
25 Upper part of middle third. 
1 .. Middle of bone. 
M. .... ? Lower third. 
G 9 Lower third. 
30 W.B 68 1... -Lower third. 
> Junction lower and middle 
thirds 


It will be seen, from the table that supination of 
the upper radial fragment was present in 13 out of 
.32 cases of fracture of the radius alone or of both 
bones of the forearm. On examining the table fur- 
ther it is found that of the thirteen bones which 
showed faulty rotation seven were broken above 
,the end of the pronator teres muscle, five below it, 
_and one in the-exact center of the shaft, and hence 
among the fibers of the tendinous insertion of that 
muscle. 
, Up to the present time en only reported cases in 
»which faulty rotation of the upper radial fragment 
could be demonstrated to the eye have been those 
_of specimens from the cadaver. Yet it is quite pos- 

sible by the suitable use of skiagrams to demonstrate 


this supination of the upper fragment. Not only 
may rotation of a fragment of the radius be thus 
made evident, but the shafts of other long bones 
may be examined in the same manner. Figs. 8 and 
11 show rotation of the fragments of the humerus 
and a similar condition may often be demonstrated 
in other long bone fractures. Such demonstration 
should not be attempted, it is true, by alone observ- 
ing the general contour of the bone and comparing 
it with its sound fellow. The method depends upon 
the fact that the shaft of the radius (or in fact any 
other long bone) is not truly cylindrical. The 


Fig. 4. Old Fracture of Radius and Ulna With Faulty Union. 


Approximation of Fragments. 


radius is flattened from before backward and has 
‘a projecting inner border through the greater part 
‘of its length. Thus its diameter from side to side 
is considerably greater than is its antero-posterior, 
‘at any point between the bicipital tuberosity and 
its lower end. (Fig. 9.) In the case of infants 
the cross-section of the shaft of the radius is much 
more nearly circular, and hence it is not easy to 
demonstrate rotation in patients under three years 
of age. 

, A draughtsman’s compass or fine calipers is used 
to measure the diameter of the upper and lower 
fragments of the fractured radial or other shaft 
as Closely as possible to the point of fracture. 
Differences of diameter not grossly apparent to the 
unaided eye are made readily evident in this man- 
ner, and when found they betoken the twisting of 
one fragment upon the other. If one fragment be 
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displaced so as to lie much nearer the sensitive plate 
than the other its diameter will, of course, appear 
smaller, since the angle subtended with the point of 
origin of the Roentgen rays will be less, but where 
it is suspected that such a circumstance might mis- 
lead it is easy to verify or disprove the correctness 
of the observation by applying the measurement as 
well to another skiagram taken at right angles to 
the point of view of the first. (Fig. 5.) Both 
antero-posterior and lateral aspects of the frag- 


Lonsdale”, Callender', Flower and Hulke* and 
Agnew’, after examination of museum specimens 
of united fractures of radial shafts, have found the 
lower fragment to be frequently much less supinated 
than the upper. Callender, whose material was de- 
rived from the hospital museums of London, wrote 
in 1865: “In eighteen specimens of fracture of its 
[radius] shaft * * * there are but three in 
which good union has resulted, The fault * * * 
is invariably that the upper fragment has been 


Te 


_ 


~*~ 5. Faulty Rotation of Upper Radial Fragment With Fracture 
low Insertion of Pronator Teres Muscle. Lower Fragment 
Bivoader in Antero-posterior Skiagram; Narrower in 
teral View. 


ments under examination should agree in showing 
rotation before it can be said surely to exist. If 
the broken end of the rotated upper fragment ap- 
pears broader than the lower in one skiagram it 
will appear narrower in another taken at right 
angles to the first. If the skiagram be taken from 
before backward with the forearm in supination, a 
fractured lower fragment will appear broader on 
the negative than the upper one. (Figs. 1 and 5.) 

The narrow appearance of the lower fragment in 
figure 6 as compared to the upper is due to the fact 
that the skiagram was made with the forearm 
between pronation and supination, and the lower 
fragment was turned partly to show its narrower 
diameter. The supinated upper fragment shows 
the lateral or larger diameter. 


allowed to rotate on its long axis.” The present 
writer has seen a considerable percentage of. cases 
of fractures of the shafts of both bones and of the 
radius alone followed after union has occurred by 
more or less loss of supination of the hand. The- 
end results generally in these cases have been far 
from satisfactory. 

The complacent attitude of those who claim uni- 
formly good results from treatment by any routine 
method is hardly justifiable in the writer’s humble 
opinion. Recollections of results in the past and 
general impressions unaided by carefully compiled 
reviews are apt to be misleading. No doubt a 
candid analysis of end results in these cases treated 
according to any routine method would show a con- 
siderable percentage of patients left with impaired 
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supination of the hand. The treatment should be 
varied according to the individual requirements. 
The day of routine practice in the management of 
fractures is past as much as it is in the case of any 
other ailment. Where the «-ray is accessible, every 
patient with a fractured bone is entitled to its aid 
for the determination of the proper treatment by 
the surgeon. 

The answer to the question of the advisability of 
operation will depend, as it always has, upon indi- 
vidual experience and judgment. Some will always 


overlapping, angular deformity or long delayed 
union make the end result a matter of doubt. Sur- 
prisingly good functional results have been obtained 
where marked deformities appear in the skiagram, 
it cannot be denied. Arguments for and against 
th. operative treatment of fractures are actively 
exchanged by their respective adherents, and sur- 
geons whose opinions command respect are arrayed 
on each side of the question, Among the disad- 
vantages attending open operations, the following 


are cited: 
4 


Fig. 6. 


operate where others will not, but the present 
tendency seems to be to extend the sphere of the 
open operation in cases of fracture, and there seem 
to be special inducements to operate in certain cases 
of fracture of the shafts of the bones of the fore- 
arm. Probably no one would uphold the general 
practice of operating upon simple fractures where 
good apposition of the fragments can be maintained 
by indirect splints. Nor would it be easy, on the 
other hand, to find surgeons who would deny the 
w.sdom of resorting to open operation in cases of 
severe deformity with disability or of non-union of 
fragments due to interposed soft parts. But the 
field for controversy includes those cases where 


. Old Fracture of Radius and Ulna. 
indness of 


Radial Fram of Upper 
adial Fragment. 


me amount of trauma necessary, especially to 
periosteum, with attendant delayed union. 

Liability to infection. 

Frequent breaking of the suture. 

Impossibility of maintaining good position of the 
fragments. (Figs. 10 and 11.) 

The use of direct or so-called internal splints of 
metal will, it is believed, deprive the reasons against 
operation above mentioned of much of their weight 
if the circumstances of the case in question permit 
of their use. By means of aluminum plates and 
steel screws the fragments are held firmly in posi- 
tion and displacements are prevented whether they 
be of lateral, angular or torsion type, in a manner 
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Fig. 7. Fracture of Radius and Ulna With Overlapping Deformity 
Reduced. 


not to be expected of a wire or other suture, or even 
several of them. 

In the case of simple fractures of the shafts of 
both bones of the forearm or that of the radius 
alone, the procedure is as follows: After reduction 
of any apparent displacement by careful manipula- 
tion the fragments are immobilized in the semi-prone 
position in flat, well padded antero-posterior splints 
a little wider than the forearm and extending from 
the elbow to the knuckles. It is especially important 
to pad the splints well at the lower part of the 
forearm to avoid harmful pressure on the vessels 
and the median nerve. Frequent adjustment may 
be needed for a few days in order to avoid obstruc- 
tion to the circulation and to tighten the strapping 
and bandage as swelling, if present, diminishes. If 
there have been no swelling and no deformity, plas- 
ter of Paris molded splints are employed. Skia- 
grams are then made, one with the hand semi-prone, 
its anterior surface toward the sensitive plate, the 
other with the hand also semi-prone but with the 
ulnar surface toward the plate. In this one the 
radius and ulna should not be quite in line with 
each other and with the point of origin of the 
x-rays. In other words, the shadows of the two 
bones should not overlap and obscure each other 
on the plate. If careful examination of the skia- 
gram in the manner described above shows good 
position of the bones with no faulty rotation of the 
upper radial fragment, no change in treatment is 
necessary. 


In the series of cases under consideration, one 
or both bones were refractured in no less than 12 
per cent. of all cases. Whether this high propor- 
tion be exceptional or not, it calls for consideration 
in the planning of treatment. Most of these patients 
are young and heedless and some form of splint 
should be continued until the greatest likelihood of 
refracture is past. Union in faulty position may 
play its part as a factor in causing such a frequent 
occurrence of this mishap. If so, an argument is 
added in favor of accurate replacement of the frag- 
ments such as is frequently possible only by means 


‘of the open operation. 


If, after reduction, the position of the fragments 
is satisfactory and there is no tendency to recur- 
rence of deformity, massage is begun by one skilled 
in its use, within eight or ten days after reduction. 
At first the manipulation is confined to effleurage 
while the forearm rests upon the cautiously opened 
splint. Later, when union is well under way, the 
forearm is removed from the splint during more 
thorough massage. The benefit of massage in pro- 
moting the absorption of swelling, hastening union 
and a resumption of use of the member is very 
great here as in the case of other fractures. 

If the skiagrams after the first reduction show 
malposition of the fragments, whether it be angular 
deformity, overlapping or faulty rotation, further 
attempts at reduction are made, under nitrous oxide 
anesthesia and the result ascertained by further use 
of the .-ray. If faulty rotation be present the 


Fig. 8. Fracture of Shaft of Humerus Showing Overlapping and 
Rotation Deformity. 
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forearm is immobilized in full supination, with an 
angular splint extending well up the arm and down 
to the knuckles with the elbow flexed to a right 
angle. 

If abnormal approximation of radius and ulna be 
present, it is impossible to overcome it by the use 
of any so-called interosseous pads. Complete rota- 
tion of the radius depends upon an interosseous 
space of normal width, Therefore, if radius and 
ulna are approximated so that rotation will be pre- 
vented after union, an open operation will afford 
the best prospect for saving that function. 

To recapitulate, the indications for direct splint- 


20 


Fig. 9. Outlines of Radius, Antero-posterior and Lateral, With Cross 
tions at Various Levels, Showing Greater Diameter of Shaft 
to be That from Radial to Ulnar Side. Also Diagram of 
Aluminum Cleat Holding in Place Fragments of 
Obliquely Fractured Bone. 


ing by open operation are considered to be the fol- 
lowing: 

Persistent overlapping of fragments (Fig. 1) 
or other marked irreducible displacement. 

Non-union due to interposed tissue or other 
cause. (Fig. 2.) 

Marked angular deformity. (Fig. 10.) 

Faulty rotation of the upper radial fragment 
which cannot be kept reduced in the ordinary indi- 
rect splints. (Figs. 1 and 5.) 

Old fractures with mal-union and disability. 
(Fig. 6.) 

Approximation of radius and ulna. 
of interosseous space. ) 


(Narrowing 


Fig. 10. 


Suture Ineffective in Overcoming Angular Deformity of 
ragments. 

W. Arbuthnot Lane’, E. M. Corner® and other 
English surgeons have employed steel plates held 
by screws in the fragments in repairing fractures. 
C. A. Elsberg® uses aluminum tubes which are 
fitted into the medullary cavity of long bones at 
the site of fracture. Watson Cheyne’? uses collars 
of aluminum partly encircling the fragments at 
the seat of fracture and retained by steel screws. 

Aluminum seems to be well adapted for use as 
direct splints. It furnishes good material for plates 
or cleats described below. It is easily cut by scis- 
sors or drilled through by any sharp pointed steel 
instrument, and yet it is strong enough to hold the 
fragments of bone firmly in place even where there 
is a strong tendency to their displacement. 

In using an aluminum cleat (Figs. 9, 12 and 13) 
for the repair of the fractured shaft of radius or 
ulna, sheet metal of a thickness of 21 or 23 Stubb’s 
gauge is selected. A suitable size for the cleat in 


Fig. 11. Suture Ineffective P| Fracture of Humerus. Faulty Rotation 


of Fragments. 
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Fig. 12. Persistent Overigpeiog, of Radial Fragments Treated by Aluminum Cleat and Steel Screws. The Aluminum 
Plate is Almost Invisible Owing to Its transparency to the X-Rays. 
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Fig. 13. Fractured Femur Treated by Internal Splint of Aluminum and Steel Screws. Kindness of Dr. Douglas. p 
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THOMAS—FRACTURES OF THE RADIAL SHAFT. 


August, 1909. 


the case of a patient fifteen years old would be 
about one-quarter inch wide by one and one-half 
inches long. It is curved from side to side so as 
to fit snugly against the bone. (Aluminum is trans- 
parent to x-rays.) The incision is made long 
enough to expose an inch or more of each fragment. 
The ulna being superficial throughout its length is 
easily accessible with the forearm prone upon a 
sandbag at the patient’s side as he lies supine. The 
radius is reached most readily at its outer and pos- 


cleats, however, the technic is more simple and re- 
quires exposure of but one aspect of the bone, 
namely, that nearest to the operator. Each frag- 
ment in turn is held up in the wound by a narrow 
periosteal elevator or stout blunt hook slipped under 
and in close contact with it, while the end is trimmed 
with rongeur or wire saw or cutting forceps. Espe- 
cial effort is made to preserve intact all periosteum. 
An assistant steadies the fragment while the oper- 
ator drills the holes with an instrument a trifle 


Fig. 14. 


terior aspect. Its fragments should be secured 
together while the hand is fully supinated. But in 
order to work upon this bone in supination it must 
be either attacked from its anterior surface, or, if 
the incision be posterior, it will be necessary to 
extend the extremity above the patient’s head with 
the forearm resting upon a separate table. In this 
position supination brings the dorsal surface upper- 
most. 

Unnecessary traumatism is studiously avoided 
throughout the operation. Nor is much traumatism 
called for. To be sure when sutures are employed 
i: is necessary to expose the fragments completely 
in order to transfix them with the drill and to pass 
the suture material from both sides. With the 


. Fracture of Radius Treated by German Silver Staple. In- 
effective Because Allowing of Hinge Motion Between Fraginents. 


smaller than the screw to be introduced. The 
screws are of steel with round heads, and several 
lengths are at hand to select from. The screws are 
to penetrate only partly through the shaft of the 
bone if the fragments are easily retained in good 
apposition, but if greater strength is required the 
points rest in the dense structure at the farther side 
of the bone. 

The lengths of screws most used are three- 
eighths and five-eighths of an inch. The screws 
are placed as near the ends of the fragments as is 
compatible with security. If but one screw be 
placed on each side of the fracture a certain 
amount of hinge movement may occur between the 
fragments, and hence two screws should be in- 
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serted on at least one side of the fracture. If this 
procedure be followed no displacement is possible, 
whereas with either sutures, staples (Fig. 14), or 
even plates with but one screw on each side of the 
fracture, rigidity cannot be maintained. Especially 
is it desirable to maintain this rigidity when the ten- 
dency is for the upper radial fragment to rotate upon 
its long axis, and in such cases no amount of sutur- 
ing will suffice. In cases in which the fracture is 
oblique the screws are placed so that each will 
transfix one fragment only. (Fig. 9.) In time 
even screws work loose, but not enough to allow 
of serious displacement. 

As-soon as one hole is drilled the cleat is placed 
and the screw is immediately driven. Thus the 
cleat with its other holes remains as a guide in 
placing the subsequent drill holes. 

The wound is closed after especial attention has 
been given to the avoidance of hematoma. The 
usual outer splints are employed after the operation. 
In all cases, operative or otherwise, massage is 
begun early, and as in other fractures it is of great 
assistance in hastening a good functional result. 
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ETH MOIDITIS. 

In acute suppuration or phlegmonous ethmoiditis 
there is usually a history of a cold in the head or 
intense neuralgia for several days. This is marked 
by swelling of an erysipelatous type along the nose 
to its root and above it on the forehead.— FREDERICK 
Krauss in the New York Medical Journal. 


Surgical Suggestions 


A young and apparently healthy man with tendo- 
synovitis should always be suspected of gonorrhea. 


Shallow, catching, irregular breathing is charac- 
teristic of diaphragmatic inflammation—either peri- 
toneal or pleural.—W. 


Hydrogen peroxide should not be injected into 
deep, infections in loose areolar tissue, as the ex- 
panding gas pushes the infection into the uninfected 
areas. Its most useful field is in open places.—W. 


In immobilizing the knee-joint the patient is 
more comfortable and better relaxation is secured if 
a very slight degree of flexion is maintained. 


To differentiate a tender spot from a simulated 
pain, it will often be observed that pressure on the 
former causes a decided increase of pulse rate. 
while in simulation it does not.—W. 


Cotton will hold more securely on an applicator 
:f the tip of the latter is dipped in collodion before 
winding it. The employment of this device will 
afford a sense of security when applications are 
made in urethra, bladder or deep sinuses. 


Judgment must be used in employing the iodides . 
to diagnose syphilis as many other conditions are 
improved by this treatment, notably actinomycosis, 
chronic rheumatoid deposits and chronic lymphade- 
nitis. 


The absence of a “history” should never be al- 
lowed to weigh against the diagnosis of syphilis— 
especially hereditary and tertiary syphilis. The dis- 
ease is often contracted unknowingly as well as in- 
nocently, as by nursing infants. 


Remember that a syphilitic mucous patch comes 
quickly, not slowly; it is soft, not indurated; it re- 
mains but a short time, not persistently; it is pre- 
ceded or followed by other mucous patches, and it is 
apt to be associated with other signs of syphilis. 
—W. 


Operation for cancer of the stomach after tne 
diagnosis has been made by the presence of a pal- 
pable tumor can not be hoped to be curative. The 
hopeful cases are those in which diagnosis is made 
through an exploratory opening which may be 
made under cocaine and only large enough to ad- 
mit the finger.—W. 
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PEDIATRIC SURGERY. 
The recent publication of a large work on the 


“Surgical Diseases of Children*,” by Professor 
Samuel W. Kelley, of Cleveland, suggests an in- 


teresting historical note. Books relating to pedi- 
atric surgery have appeared before, but it is so 
many years since any was published in English 
that they have been almost forgotten. Among the 
earliest of these was a work on the “Surgical Dis- 
eases of Childhood,” by J. Cooper Forster, Lon- 


don, 1860. In the same year there was published © 


A. W. Johnson’s.“Lectures on the Surgery of 
Childhood.” Nine years latér came ‘Timothy 
Holmes’ 700-page volume on “The Surgical Treat- 
ment of the Diseases of Infancy and Childhood 
(London, 1869), of which a French translation, by 
Larcher, was published the following year. No 
work of record, in English, followed Holmes’ im- 
portant contribution until 1885, when there ap- 
peared Edmund Owen’s duodecimo of 500 pages, 
“The Surgical Diseases of Children,” published in 
Philadelphia. A larger work, with the same title 
and also American, was produced by D’Arcy Power 
in 1895. These comprise all the noteworthy Eng- 
lish and American works relating to pediatric sur- 
gery. They were all more or less fragmentary in 
character, being, for the most part, reproductions 
o£ lectures or clinical memoranda on certain surgical 
affections only. 

In German, there appeared in 1894 Karewski's 
valuable 800-page work, “Chirurgische Krankhei- 


*E. B. Treat & Co., New York, 1909. Large octavo; 764 pages. 


ten des Kindesalters.” In France the field has 
been by no means uncultivated. Two works— 
neither attaining to the dignity of complete text- 
books—appeared in the sixties: ‘Notices sur la 
Chirurgie des Enfants,’ by Guersant, in 1864, of 
which lectures an English translation, by Dunglison, 
was published in 1873, and “Lecons Cliniques sur 
les Maladies Chirurgicales des Enfants,” by Gir- 
aldés, in 1867 (862 pages). In recent times there 
has also come from France an excellent work by 
that master clinician, E. Kirmisson, entitled “Pré- 
cis de Chirurgie Infantile” (1906). While neither 
voluminous nor complete, this book forms, with 
Kirmisson’s classic “Traité de Maladies Chirurgi- 
cales d’origine Congenitale” (1898), an erudite ex- 
position of the essentially infantile surgical disor- 
ders and anomalies. 

In his preface Professor Kelley says: “No 
American has yet produced a book devoted entirely 
to pediatric surgery.” He might have added, we 
believe, that no one before him had attempted so 
comprehensive a treatise upon the surgery of in- 
fancy and childhood. 

The historical inquiry suggested by Kelley’s book 
would have little more than an academic interest 
were it not for the question his work also brings up, 
viz., Is there need for specialists in the surgery of 
children’s diseases? We would not ask, is there 
room for such specialists? for the answer is obvi- 
ous: Any surgeon who develops special skill in 
the management of any disease or set of diseases 
(be it in surgery of the brain or of the gall-bladder) 
will attract to himself, wherever he may be located, 
a large number of cases of that disease or set of 
diseases. 

The opening sentence of Kelley’s first chapter is: 
“There should be children’s surgeons as well as 
children’s physicians or, ‘if one objects to cutting 
up surgery into little pieces,’ as Timothy Holmes 
says, it should at least be required that the sur- 
geon extend his knowledge to pediatrics.” This 
contains much truth, but it is also true that the 
general surgeon should, as far as possible, extend 
his knowledge to general medicine. The oppor- 
tunity comes to few to develop their skill equally 
in medical and in surgical pediatrics, and such a 
development, it would seem, must be largely at the 
sacrifice of a wide experience in general (adult) 
surgery. With the support of a medical confrére 
in difficult problems of infant feeding and obscure 
complications, will he not be the better pediatric 
surgeon whose training, large in the management 
of children, also includes the surgery incident to all 
decades of life, than he whose experience is re- 
stricted to the medical and surgical diseases of 
children? 
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In a limited sense the orthopedists are specialists 
in pediatric surgery. Our specialties are still in 
the molding, and another may yet be carved out for 
those who would confine themselves to the surgical 
diseases of children. Whether or not this comes to 
pass, Professor Kelley’s comprehensive work— 
quite aside from any consideration of the scientific 
merit of its contents—possesses distinctive histori- 
cal interest and importance—W. M. B. 


THE TREATMENT OF FRACTURES. 

For the management of fractures of the long 
bones three general plans exist: First, open opera- 
tion; second, the method of Lucas Championniére, 
which consists in the daily employment, from the 
very outset, of massage, soon followed by passive 
and then active movements—to accomplish which 
the splint or support is removed each day ; third, the 
time-honored treatment which, variously modified, 
consists essentially in immobilization until union 
is secured. In all three systems reduction of the 
fragments is, of course, an essential part. 

That proper reduction is often not accomplished 
by external manipulation furnishes the chief raison 
d’étre of the open operation plan. That prolonged 
splinting is provocative of stiff joints, atrophied 
muscles and nerve injuries has developed, the em- 
ployment of Lucas Championniére’s treatment by 
massage and movement. While this treatment is 
not generally understood and is by but few surgeons 
carried out in detail, it has, at least, hastened the 
recognition of the vices of prolonged immobiliza- 
tion, and encouraged frequent change of dressings 
and early movements. And, too, the excellent re- 
sults accomplished by open operation, have led 
surgeons to be less content in difficult cases with 
“the best they could do” in “setting” the limb. 

But the most earnest advocates of open operation 
and of the “massage and movements” plan of treat- 
ment have, it appears, allowed their enthusiasm to 
carry them too far. In urging the more or less 
general treatment of fractures by operation, one of 
the chief arguments has been that the x-ray shows 
how seldom complete reduction is effected by blood- 
less manipulation. But the interpretation of the 
‘-ray by those more conservative is, quite logically, 
that perfect reduction is usually not necessary to a 
good functional, and even cosmetic, result. 

Sir William H. Bennett, than whom there has 
been no more enthusiastic advocate of Lucas 
Championniéres method, has been especially active 
in developing and teaching this treatment. In the 
fourth (revised) edition of his Lectures on the 
Use of Massage and Early Movements in Recent 
Fractures, etc. (1909), we read (pages 30-32): 
“There is one injury in which the effect of the use 


of this plan from the beginning is most remarkable 
—viz., intracapsular fracture of the neck of the 
thigh bone. In such a fracture it is unnec- 
essary to trouble about the adjustment of the frag- 
ments. Bony union you know rarely occurs. 
The object in view should be to get a movable and 
painless limb with the muscles as strong as possible. 
No splints should be used. They do no 
good. Let these cases be treated by smooth 
rubbing at once and passive movement in twenty- 
four hours.” Such statements were essentially, if 
not altogether true when Bennett’s lecture was first 
published, in 1900. But how can he square them 
with the teachings of Whitman, promulgated in 
1904 and 1905, and quite ignored in this “revised” 
issue of this lecture! Whitman has shown that the 
fragments can be adjusted, that bony union can be 
secured; and his method of reduction and fixation 
is accepted by progressive surgeons as the proper 
treatment of fracture of the neck of the femur. 
This being so, we would take the very opposite view 
from Sir William and say, “there is one injury in 
which massage and movements cannot be employed 
except after Whitman’s cast is no longer needed— 
viz., fracture of the neck of the thigh bone” ; for the 
reduction is not a simple procedure, and it must be 
performed under narcosis; and, in the nature of the 
condition, the plaster dressing, reaching from chest 
to toes, must not be removed for several weeks. 
There are other cases, e. g., some instances of 
oblique fracture of the tibia and fibula, in which so 
much force and manipulation are required to effect 
reduction, that the removal! of the splint or cast the 
next day, however carefully done, would invite 
prompt recurrence of the deformity. 

A rational statement of the management of frac- 
tures might be thus formulated in general terms :— 
Open operation is indicated in a few forms of re- 
cent fracture, and as a secondary procedure when 
non-union or malunion has resulted from the 
treatment of an old fracture. Massage and move- 
ments should be inaugurated early, preferably at 
once, in all cases in which the careful removal of the 
splint does not threaten displacement, and it should 
be performed daily, if possible, and according to the 
definite system taught by Championniére and Ben- 
nett. In those cases in which the splint may not be 
so early removed, the joints adjacent to the injury 
should be released as soon as expedient, and massage 
should be begun when there is sufficient union to re- 
tain the fragments in position. In every case the 


limb should be inspected within twenty-four houfs, 
if possible, after the “setting” or operation, to deter- 
mine that there is no undue pressure, which might 
cause ischemic paralysis —W. M. B. 
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A Manual of Operative Surgery. By Sir FReperick 
Treves, Bart., G.C.V.O. CB, LL.D, FRCS, 
Sergeant-Surgeon to H. M. the King, Surgeon-in- 
Ordinary to H. R. H. the Prince of Wales, Consult- 
ing Surgeon to the London Hospital, and JonaTHAN 
Hutcninson, F.R.C.S., Surgeon to and Lecturer on 
Surgery at the London Hospital, ete. Third Edition. 
In two volumes. Volume I. Octavo; 775 pages; 193 
illustrations and several colored plates. Philadelphia 
and New York: Lea AND FEBIGER, 1909. 


Although this is the third edition of a standard book, 
the revision is so complete that a practically new work 
is in our hands. Compared with the previous edition, the 
style is more simple and lucid, many sections have been 
condensed, some sections dealing with obsolescent and 
obsolete operations have been omitted, and several. sections 
dealing with modern forms of operative treatment have 
been added. Despite these changes, the valuable parts of 
Treves’ original work do not seem to have been touched. 
For example, the chapter on the surgery of the acuter 
forms of intestinal obstruction, written by the greatest 
living authority on the subject, is one of the best sec- 
tions of the book and is in its original classic form. 

The finest quality of this excellent operative manual 
is simplicity, clearness and directness of description. Al- 
though we find that, here and there, technical details of 
some importance have been omitted to attain lucidity of 
description, on the other hand those elaborate, compli- 
cated and confusing details so common to ‘most text- 
books on the subject have also been omitted. We feel 
that we are given, succinctly described, the personal ex- 
periences of two surgeons of the first rank. 

The treatment of the individual chapters is admirable. 
Each is headed by a general description of the operation 
and a brief historical note showing the evolution of the 
operation. Then the indications for the operation are 
discussed. After the preparation of the patient is de- 
scribed and the instruments to be employed for the oper- 
ation (the simple armamentarium of these surgeons is 
noteworthy), the description of the operation of choice 
is presented. Methods found of value in the hands of 
other surgeons are often added. At the end of the chap- 
ter comment upon the operation is made. These “com- 
ments” are of great value, full of sound surgical sense, 
neither ultra conservative nor over radical. Occasionally, 
however, the statements are dogmatic. 

In essentials, there is little that we would change in the 
book ;* some details are open to criticism. The abdominal 
incisions employed are peculiar. A favorite one is directly 
through the semilunar line. Muscle fibers are often fear- 
lessly cut across. The Kammerer type of incision is men- 
tioned only to be condemned. We find also that “the 
practice of applying the actual cautery or pure carbolic 
acid to the appendix stump is to be condemned.” It is 
surprising to find that in only so per cent. (or less) of the 
cases of appendicitis abscess is the appendix removed. 
After operations for perforated gastric ulcer and other 
forms of perforative peritonitis, the patient’s pelvis is 
raised; in fact, the authors do not seem to know the 
Fowler position. We naturally expect Englishmen to give 
their own people credit wherever possible, but we thought 
it had been pretty generally agreed that McDowell and 
not “Spencer Wells was the pioneer of ovariotomy” (p. 
333). On the contrary, we confess some surprise when 
Englishmen who deserve credit for their work’ are not 
given it. For example, Moynihan made an important con- 
tribution to gall-bladder surgery when he showed that by 
delivering the lobe of the liver out of the wound the gall- 
bladder and ducts were rendered far more accessible than 
ever before. The fact is not mentioned. 

The publishers deserve credit for the manner in which 
they have prepared this book. The binding is both artistic 
and durable, the paper good and the print very clear. 
In a careful reading we have noticed only two minor 
typographical errors. 


A System of Operative Surgery. By Various Authors. 
Edited by F. F. Burcuarp, M.S. (Lond.), F.R.CS. 
(Eng.), Teacher of Operative Surgery in King’s Col- 
lege, London; Surgeon to King’s College Hospital; 
Senior Surgeon to the Children’s Hospital, Padding- 
ton Green. In four volumes. Volume I. Large oc- 
tavo; 751 pages; 341 illustrations. London: Oxrorp 
University Press, 1909. Price, $10 per volume. 

In connection with a review of the third edition of 
Bickham’s Operative Surgery (AMERICAN JOURNAL OF SuR- 
GEry, January, 1909), we surveyed the field of up-to-date 
works, in English, on this subject, comparing their re- 
spective advantages according to the needs of the intend- 
ing purchaser. Than all of the works discussed (to which 
we may now add the new edition of Treves’) the system 
of which the handsome book before us is the first of four 
volumes, is much more elaborate (and more costly). In 
actual substance, however, it probably will not greatly ex- 
ceed that other English work, in two volumes, by Jacob- 
son and Rowlands, which is set in much smaller type and 
contains fewer and smaller illustrations. 

British surgical methods vary in many particulars from 
our own, and such books as these are of great interest 
for a comparison of these methods. In other works from 
England, American and Continental contributions to sur- 
gery have not always received due recognition. As far 
as one may judge from this volume, we shall have less 
reason to complain on that score of Burghard’s System, 
which appears to be constructed on broader lines, albeit 
distinctively an exposition of British operative surgery. 

The editor states in his preface, quite truly, that by 
reason of the great elaboration of operative methods in 
every direction “it has become increasingly difficult for 
any single writer to deal with such an important subject 
as operative surgery in an authoritative and efficient man- 
ner.” It remains to be seen whether certain disadvan- 
tages more or less inherent in multiple authorship will 
counterbalance the good features such a plan seeks to 
secure. We suspect that this multiple authorship gave 
rise to the “pressure of circumstances” which necessi- 
tated the postponement of the sections on Operations for 
Tuberculous Affections of the Bones and Joints, to the 
second from the first volume, in which latter it was to 
have appeared just after the sections on Operations for 
Non-Tuberculous Affections of the Bones and Joints. 
These two divisions are separated by a section on Plastic 
Surgery—not a vital defect, to be sure, but a distinct 
violence to logical arrangement. 

Nine sections constitute Volume I, as follows: By C. B. 
Lockwood, The Principles and Technique of Wound 
Treatment; by J. W. Houghton, The Methods of Local 
Anesthesia; by Burghard, Amputations, Operations Upon 
Arteries, Veins and Lymphatics, Operations Upon Nerves, 
Operations Upon Muscles, Tendons, Tendon Sheaths and 
Bursae, and Operations for Non-Tuberculous Affections 
of the Bones and Joints; by T. P. Legg, Plastic Surgery. 

The first section discusses with extreme brevity air 
infection, operating theaters, sterilization, disinfection of 
the hands, disinfection of the patient’s skin, the use of 
chemicals, drainage, methods of operating and asepsis, the 
organization of operations and the treatment of infected 
wounds. It covers altogether, including an introductory 
chapter, but twenty-six pages. 

The second section, although also very succinct, pre- 
sents the essentials of infiltration and regional analgesia 
as conducted by the author (Houghton) and, most inter- 
estingly, the principles and technics of spinal analgesia. 

About 200 pages are devoted to the description of the 
various amputations and a consideration of their relative 
indications and advantages. 

In the long section on Operations Upon Arteries, Veins 
and Lymphatics, intravenous infusion is described, but 


‘nothing is said of transfusion! Of the methods of arterior- 


rhapy Dorrance’s is preferred as an improvement on the 
work of Carrel and others, and it is the only one described. 
Reversal of the systemic circulation in a limb is also dis- 
cussed, the cases of Hubbard, Ballance and Wieting being 
referred to. The chapter on Operations upon the Lymphat- 
ics consists of a paragraph on suture of the thoracic duct, 
and a description of the operation for lymphatic drainage 
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which Simpson Handley recently published under the title 
of “lymphangioplasty.” 

In the section on Operations Upon Nerves a chapter is 
quite properly devoted to operations on the cranial nerves 
and the Gasserian ganglion. This interesting section 
should be logically preceded or followed by the sections 
on the surgery of the brain and spinal cord, and it there- 
fore might better have been postponed to a later volume. 

So large is medicine, and so vast is its literature that 
one cannot expect completeness in any general work (those 
that approach it are rare gems), especially one written by 
several men. This book, too, is not free from omissions. 
As instances, we find described for operations upon frac- 
tures the use of ivory pegs, metal pins, screws, plates, 
etc. but no reference to Elsberg’s aluminum medullary 
splints. So, too, in the section on Plastic Surgery various 
operations for Dupuytren’s contracture are described, but 
not Keen’s. 

In this rather cursory inquiry into this book we have 
deliberately sought for matters to criticise—as reviewers 
should do; but we have found much more to admire than 
to condemn. Dealing as it does largely with the “classical 
operations” (amputations, ligation of vessels), one must 
not allow this volume to determine his impression of the 
entire work. If, however, the volumes to come are equal 
to what has appeared, Burghard’s System of Operative 
Surgery will be a most valuable and attractive reference 
work for American as well as for English surgeons. 
Whether gynecological, ophthalmic and aural operations 
are to be included the preface does not state, but as far 
as the work goes it will be, if it is uniform with the first 
volume, an authoritative treatise, especially satisfying in 
details of technic and clear in the exposition of indica- 
tions. 

In these days of perfected half-tone processes, and a 
special craft of medical illustrating, one has a right to 
expect much in this direction of any large surgical work. 
We cannot, however, pass by without a word of praise 
the numerous excellent original wash drawings with which 
this book is illuminated, nor the artistic manner in which 
it is printed and bound. 


Les Regimes. Alimentation rationelle dans la Santé et 
les Maladies. Par le Dr. F. p—E GranpMaison. Duo- 
decimo; 263 pages. Paris: A. MALoINE, 1900. 

Impressed with the effect that a proper selection of diet 
has on both the developing child and the full-grown adult, 
the author enters into the questions of diet in health in 
great detail. Diet in disease is arranged first in a general 
way; subsequently the diseases are taken up individually 
and the diets for them are specifically classified. Special 
attention is paid to the diet in diabetes. The author draws 
his material from a large experience and from careful 
selection from the works of other authorities. 


On Infantilism from Chronic Intestinal Infection, 
Characterized by the Overgrowth and Persistence of 
Flora of the Nursling Period. A study of the Clin- 
ical Course, Bacteriology, Chemistry and Therapeu- 
tics of Arrested Development in Infancy. By C. A. 
Herter, M.D., Professor of Pharmacology and Thera- 
peutics, Columbia University. Duodecimo; 118 pages. 
New York: THE MacmiLttan Company, 1908. Price, 
90 cents. 

_ Herter describes a form of infantilism in which there 

is a marked retardation in growth without any impair- 

ment of the mentality. Thus a child of seven years 
weighed 25 pounds, and had a body length of a three-year- 
old child. The abdomen is often distended, there is 
moderate anemia and the muscular development is very 
poor. One of the children began to walk when five years 
old. Intestinal disturbances regularly belong in the clinical 
picture. The stools are not usually watery, but rather soft 
and fatty. There is sweating, exaggerated appetite and 
thirst, and more rarely attacks of petit mal. Marked 
tachitis is not often present. 

Herter pays considerable attention to the intestinal flora. 

He found mostly Gram positive bacteria so that the micro- 

scopic picture resembled that of a breast milk stool. The 


Gram positive bacteria consisted of the bac. bifidus (Tis- 
sier) a similar bacillus called by Herter bac. infantilis, 
and many cocci resembling the enterococcus (Thiercelin) 
and the micrococcus ovalis (Hirsch-Libman). The bacilli 
were not pathogenic for guinea-pigs. During severe at- 
tacks of the intestinal disturbances which occur so fre- 
quently in this condition the Gram positive bacilli were in 
excess and during’ periods of improvement bac. coli and 
bac. lactis aerogenes were again in greater numbers. The 
stools were very fatty (often 50 per cent. fat), contained 
gas bubbles, mucus and epithelium. Indol is present in 
small amount; skatol was absent. 

The retardation in growth is due to the incomplete 
manner in which the food is used up. Carbohydrates are 
not borne well, for tympanites results when they are given 
in any amount. Fats are taken better, but they are poorly 
assimilated. Often 40 per cent. are found in the stools. 
The nitrogen metabolism is but little retarded. The mag- 
nesium, lime and phosphorus balances were often nega- 
tive. Herter thinks this poor resorption is caused by a 
chronic inflammation of the intestinal mucosa due di- 
rectly to the abnormal bacterial flora. The bacteria cause 
intestinal decomposition and produce a chronic intoxica- 
tion of the nervous and muscular systems. 

The treatment consists in placing the patient in a mild 
climate, with quiet surroundings and on a proper diet. 
This latter depends considerably upon the individual pa- 
tient. Carbohydrates must be used sparingly. Their tol- 
erance must be carefuly determined. Fats must be so 
regulated that large quantities are not found in the stools. 
Proteids given best in the form of milk after the third 
year. Eggs do not agree with these patients. A part of 
the nitrogen is given in the form of gelatine, which in 
addition is a poor culture medium for the bac. bifidus 
and infantilis. Iron is contra-indicated. Herter gives 
small doses of whiskey when the circulation is poor. 


Vaccine and Serum Therapy; including also a Study of 
Infections, Theories of Immunity, Opsonins and the 
Opsonic Index. By Epwin Henry Scnorer, B.S., 
M.D., Assistant Professor of Parasitology and Hy- 
giene, University of Missouri; formerly Assistant, 
Rockefeller Institute for Medical Research, New York 
City. Octavo; 131 pages; illustrated. St. Louis: C. 
V. Mossy Co., 19009. 

The opsonic theory has in recent years been subjected 
to so much discussion, both adverse and laudatory, that the 
interested practitioner finds it exceedingly difficult to form 
a just estimate of the value of this theory. A book of this 
character, therefore, which aims to outline, in an impartial 
manner, the present status of this vexed subject, may be 
regarded as very timely. Schorer has performed his task 
in a highly commendable manner. His exposition of the 
opsonic and other theories of immunity can be compre- 
hended by the novitiate; the descriptions of technic are 
clear, and reveal evidences of extensive personal experi- 
ence with Wright’s methods; the author’s grasp of the lit- 
erature is profound, and above all, his judgment is fair 
and distinguished by fine scientific sense. On the whole, 
Schorer’s criticism of the opsonic theory and method of 
therapy is unfavorable. While he does not deny the ex- 
istence of opsonins, he believes that these substances are 
probably only one of a series of immunizing processes in 
the human body, perhaps not even the most important. 
The opsonic index he regards as unreliable and the rea- 
sons therefor are plainly and clearly set forth. His views 
on the value of the injection of vaccines for therapeutic 
purposes are expressed guardedly. The book leaves us 
with the impression that despite Wright’s extensive labors, 
we still know very little of opsonins. As the author suc- 
cinctly puts it in his final sentence: “Credit is given to 
Wright, not for the discovery of the method of immuniza- 
tion by injections of killed cultures, but for its revival. 
The employment of this method of inducing immunity 
and treating bacterial infections and diseases need not 
necessarily be associated with opsonins and opsonic im- 
munity.” 

The second part of the book on “Serum Therapy” is a 
practical and up-to-date presentation of the subject. 
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Studies on Immunization, and Their Application to the 
Diagnosis and Treatment of Bacterial Infections. 
By Sir A. E. Wricut, M.D., F.R.S., Director of the 
Department for Therapeutic Immunization, St. Mary’s 
Hospital, London, W.; late Professor of Pathology, 
Army Medical School, Netley. 490 pages. 


London: ARCHIBALD CONSTABLE & TD., 1909. 
This book, to us, has proven a big “disappointment. 
We had looked forward to an answer to. the 


vast amount of criticism that has arisen in recent years of 
Wright’s theory and methods, but, instead, we find here 
simply a collection of reprints of the more important 
papers by the author and his pupils, embracing in histori- 
cal order a logical survey of the subject. In his preface, 
Wright recognizes the necessity of answering criticisms 
and claims he has done so by resorting to a system of ref- 
erence, in which the index is wrought out in exhaustive 
detail. While this may be a fine labor-saving device, we 
still believe that this ingenious and naive method has failed 
in its purpose. With the exception of a very few in- 
stances, the author does not refer to any work on opsonins 
other than that of himself or his pupils. However, the 
purposeful elimination of makers relating to opsonic technic, 
phases of the subject that have perhaps received the largest 
share of criticism, adds further to the sense of inadequacy. 

Space forbids us to discuss the author’s views at any 
length, but we may venture upon this one criticism. We long 
ago gained the impression that most of Wright’s work 
suffers from the fact that he is an untrained clinician; a 
perusal of this book, in a large measure, confirms this im- 
pression, This is evident particularly in many of his 
post hoc, ergo propter hoc arguments, and in such state- 
ments as “Mikulicz’ disease appears to be associated with 
streptococcus inflammation of the salivary and lachrymal 
glands” (p. 442), and the hint on p. 435 that diabetes may 
be due to a bacterial infection of tbe pancreas, 

The author has gained very little by publishing his work 
in this form. 


A Very Young Ovum in Situ. By Pror. G. Leopoxp, 
Geheimer Medizinalrat, Director of the Royal Gyne- 
cologic Clinic and School for Midwifery; Member of 
the Royal Medical Board: of Dresden. Comprising 
the fourth volume of the “Arbeiten aus der Frauen- 
klinik in Dresden.” Authorized English translation, 
by W. H. Voct, M.D., Gynecologist and Obstetrician 
to the Lutheran Hospital, St. Louis, Missouri. Oc- 
tavo; 69 pages; six lithographic plates. St. Louis: 
C. V. Mossy Co., 1907. 

The classical work of Peters, upon whose descriptions 
of a very young specimen our knowledge of the implan- 
tation of the human ovum is almost entirely based, has 
stimulated efforts toward the discovery of similar and 
even younger ova in order to throw additional light. upon 
this highly interesting subject. Thus we have had in re- 
cent years the descriptions of Graf von Spee, Henkelom, 
Marchand, Teacher and Bryce, Jung, etc. An additional 
interest, however, attaches to the description of the ovum 
obtained by Leopold, because it is, in all probability, the 
youngest human ovum on record. It was found after a 
careful search in the uterus of a young woman who had 
committed suicide by phosphorus. The ovum measured 
only 1.4x0.9x0.8 m.m. in size, a trifle smaller than that of 
Peters. The microscopic descriptions, which are in con- 
siderable detail, confirm the findings of Peters, affording 
a well merited tribute to the solidity of this observer’s la- 
bors. The only differences are the following: In Leo- 
pold’s ovum, 1. There is no amnion and exocoelum. 2. 
The ectoblast does not lie in close contact with the ovular 
chamber, but is separated therefrom by a narrow blood 
space. 3. The surrounding blood spaces are more abun- 
dant and wider. The last two differences Leopold re- 
gards as probably pathological. 

‘To those who desire to study this interesting phase of 
embryology, this work will serve as an excellent introduc- 
tion. For this purpose, it is probably even better than the 
monograph of Peters, for the reason that it affords an 
excellent survey of all the work that has gone before. 
The lithographs are from the original German source. 
The translation gives evidences, in places, of considerable 
carelessness. 


Nouveau Traite de Chirurgie. Publié sous la direc- 
tion de A. Le Dentu et Pierre Dexpet. Fascicule 
xii. Maladies des Veines et des Lymphatiques par 
Paut Launay et Broprer. Octavo; 266 pages; 
39 illustrations. Paris: J. B. et Fins, 1909. 

The first 62 pages deal with lesions of the veins, trau- 
matic, varicose and inflammatory. ‘Puerperal thrombo- 
phlebitis, however, and the operative treatment of this 
malady are not mentioned. 

The remainder of the volume is devoted to diseases of 
the lymphatic system, first to those of the lymph ves- 
sels, next those of the thoracic duct, thirdly, in great de- 
tail, all the numerous diseases of the lymphatic glands, 
and finally lymphangiectasis. 


Cosmetic Surgery. The Correction of Featural Im- 
perfections. By Cuartes C. Miter, M.D. Second 
Edition, enlarged. Duodecimo; 136 pages; 95 illustra- 
tions. Chicago: PupLisHED By THE AUTHOR, 1908. 

Although the title page states that this is an “enlarged” 
edition of Miller’s primer on featural surgery, the en- 
largement consists only in the addition of 22 illustrations, 

20 of them as frontispieces. All the other pages are 

exactly as in the first edition—not even the misspellings 

corrected. The author would have done better to throw 
away the stock left over from the first issue and pre- 
pared a book with better printing, more acceptable draw- 
ings and some substance. A review of this little work 
was published in the AMERICAN JOURNAL OF SURGERY, Jan- 


uary, 1908. 


Books Received 


Myomata of the Uterus. By Howarp A. Ke ty, Pro- 
fessor of Gynecology in the Johns Hopkins Uni- 
versity, and THomas S. Cutten, Associate Professor 
of Gynecology, Johns Hopkins University. Royal oc- 
tavo; 72 pages; 386 illustrations by August Horn and 
Hermann Becker. Philadelphia and London: W. B. 
Sager Company, 1909. Cloth, $7.50; half morocco, 

» et, 


Bier’s Hyperemic Treatment in Surgery, Medicine 
and the Specialties. A Manual of Its Practical 
Application. By Witty Meyer, M.D., Professor of 
Surgery at the New York Post-Graduate Medical 
School and Hospital; Surgeon to the German Hos- 
pital, New York, etc., and Pror, Dr. Victor ScHMIE- 
DEN, Assistant to Professor Bier, University of Berlin. 
Second Edition, revised and enlarged. Octavo; 280 
pages; 103 illustrations. Philadelphia and London: 

. B. Saunpers Co., 1909. Cloth, $3, net. 


Treatment of the Diseases of Children. By Cuar.es 
Gitmore Kerrey, Professor of Diseases of Chil- 
‘dren, New York Polyclinic Medical School and 
Hospital; Physician to the New York Infant Asylum 
and Maternity, etc. Second Edition, revised. Large 
octavo; 629 pages; 78 illustrations. Philadelphia and 
London: W. B. Saunpvers Co., 1909. Cloth, $5; half 
morocco, $6.50, net. 


Hand-Book of the Diseases of the Rectum. By 
Louis J. Hirscuman, M.D., Detroit, Mich., Lecturer 
on Rectal Surgery and Clinical Professor of Proc- 
tology, Detroit College of Medicine; Attending Proc- 
tologist, Harper Hospital, etc. Octavo; 374 pages ; 
147 illustrations and 2 colored plates. St. Louis: 
C. V. Mossy Mepicat Book Com- 
PANY, 1909. 


A Practical Treatise on Rectal Diseases. Their Diag- 
nosis and Treatment by Ambulant Methods. By 
Jacos Dissincer AtsricHt, M.D. Octavo; 455 pages; 
32 plates and 39 other illustrations. Philadelphia : 
PuBLISHED BY THE AUTHOR, 1909. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


Hypogastric Laparotomy with the Aid of Momburg’s 
Waist-Constrictor for Uterine and Highly Situated 
Rectal Carcinomata (Laparotomia hypogastrica unter 
Anwendung des Momburg’schen Taillenschlauches bei 
Uterus und hochsitsenden Rectumcarcinom). Pror. 
NeunHaus, Berlin, Berliner Klinische Wochenschrift, 
May 17, 1909. 

About a year ago Momberg recommended compression 
of the aorta by means of a constrictor passed tightly two 
or three times around the waist, for the purposes of arrest- 
ing hemorrhage in operations upon the pelvic organs or 
lower extremities. This method has proved highly effect- 
ual in a considerable number of cases and is free from 
danger. Neuhaus recommends it particularly in operations 
for uterine and high rectal carcinoma, in which, as is well 
known, the suppression of hemorrhage is an important 
element of success. In Mackenrodt’s clinic, this method 
was eminently successful in five operations for uterine can- 
cer. The author recommends two modifications. First, 
that the constrictor be applied after the abdomen is 
opened; and secondly, that the constriction be applied over 
a sterile air cushion which is placed within the abdomen 
over the abdominal vessels. These modifications have the 
advantages that the constriction can be better applied and 
with far less force. 


Clinical and Experimental Studies on Momburg’s 
Method of Ischemia (Klinische und Experimentelle 
Beitrége zur Frage der Momburgschen Blutleere). H. 
RiMANN and W. Wor, Leipzig. Deutsche Zeitschrift 
fiir Chirurgie, May, 1909. 

In two cases of resection of the rectum for carcinoma, 
the girth was constricted by an elastic band, after the 
method described by Momburg. In both cases bleeding 
from the field of operation stopped, but in both cases, after 
the band was in place a short time, the blood pressure 
dropped rapidly and the patients became pale, pulseless, and 
went into profound collapse. 

On the basis of these experiences, the authors performed 
a series of experiments with Momburg’s method on rabbits, 
and showed conclusively that the constriction throws great 
strain on the heart. 

They conclude from animal and human experiences that 
Momburg’s method should not be employed in old people, 
nor in patients with cardiac lesions or marked arterio- 
sclerosis. 


Vegetating Cystic Epithelioma of the Right Ovary in 
a Child Seven Years Old (Epithelioma Kystique Vég- 
étant de l’Ovaire Droit Chez une Petite Fille de Sept 
Ans). Kirmission. Annales de Médecine et Chirurgie 
Infantiles, May 15, 1909. 

The patient came under the author’s observation with 
symptoms of torsion of the pedicle of a cyst. He operated 
and found a cystic tumor of the right ovary with a twisted 
pedicle. Microscopic examination showed a cystic vege- 
tating epithelioma. 

The brother of this girl, at the age of 19 months, had a 
tumor of the left testicle that the author removed. The 
microscopical examination showed that the tumor is identi- 
cal with that of the girl. 

Recently, Kirmission examined the mother of these two 
children and found a cystic tumor the size of a nut in the 
anterior part of the vaginal wall, and probably of Wolffian 
origin. 

Inflammatory Tumors of the Omentum (Epiploitis) 
Following Laparotomies and Intraabdominal In- 
flammation (Ueber im Anschlusz an Bauchoperationen 
und Entziindungen der Bauchorgane vorkommende 
entziindliche Geschwiilste des Netzes Epiploitiden]). 
D. G. Zesas, Deutsche Zeitschrift fiir Chirurgie, May, 


1909. 
The study is based on the 44 cases reported in the litera- 


ture. Thirty-six followed operation, and of these 32 were . 


herniotomies or hernioplasties. The etiology has not been 


established; numerous hypotheses have been advanced. 
The condition usually present is a firm, slightly irregular 
tumor of varying size, situated in the region of operation 
or of the inflammation. It appears weeks, months, or even 
years after the operation or inflammatory affection. Epi- 
ploitis may be present without symptoms, or be mild or se- 
rious symptoms. The tumor is always found in the same 
region, and colicky pain is often referred to that region. 
Frequently there are signs of peritoneal irritation—vomit- 
ing, singultus, meteorism, etc. Usually the temperature is 
low. In general the prognosis is good and the tumor dis- 
appears; sometimes symptoms of ileus, peritonitis, sepsis, 
supervene. 


Jejuno-Colic Fistula Secondary to Peptic Ulcer of Jeju- 
num Following Gastroenterostomy (La Fistule Je- 
juno-Colique par Ulcére Peéptique du Jejunum a la 
Suite de la Gastro-Enterostomie). Lion ET Moreau, 
Paris. Revue de Chirurgie, May, 1909. 

This interesting clinical paper deals with a rare compli- 
cation of peptic ulcer; hitherto there had been but 3 cases 
on record. The authors add 2 cases. All these cases oc- 
curred in males (nearly all the reported cases of peptic 
ulcer following gastroenterostomy occur in males). Jejuno- 
colic fistula develops slowly, so that it is usually years 
after the gastroenterostomy that the symptoms manifest 
themselves. The two characteristic symptoms are eructa- 
tions of a fecoid odor and diarrhea. The eructations were 
present in all 5 cases, the foul odor being very striking. 
Diarrhea usually alternates with constipation; the diar- 
rheal movements are uninfluenced by all forms of therapy 
and, after lasting a number of weeks, they suddenly stop. 
Vomiting and pain are inconstant and not characteristic. 
The symptoms are therefore those of a chronic incomplete 
intestinal obstruction with which the physical signs corre- 
spond. These are distension of the lower abdomen, traces 
of visible peristalsis, and an area of dulness in the infra- 
umbilical region that slowly shifts from side to side with 
the shifting of the patient’s body (pseudoascites, first point- 
ed out by Mathieu). The course of the disease is a pro- 
gressively down-hill one; all the patients were markedly 
emaciated in a few months. Treatment is purely surgical, 
consisting in separating colon from jejunum and suturing 
the opening in each. In the first case of Lion and Moreau, 
the condition was not recognized; at the operation the gas- 
troenterostomy made several years before was found pat- 
ent and to its anterior surface the transverse colon was 
adherent. Nothing was done, the abdomen was closed. 
When the patient died one month later, the jejuno-colic 
—_ was found post-mortem. The second case was 
cured. 


Removal of an Embolus from the Common Iliac Artery 
with Re-establishment of Circulation in the Femo- 
ral. J. B. Murpuy, Chicago, Journal of the American 
Medical Association, May 22, 1909. 

The patient was a woman of 41, who after an attack of 
rheumatism suffered from shortness of breath and heart 
disease was diagnosed. Three years after the last rheu- 
matic attack, she was seized with a sharp pain in the lower 
part of the left chest and upper abdomen which was con- 
sidered pleuritic and treated accordingly. The next morn- 
ing she was taken with an attack of nausea and vomiting, 
followed by pain in both legs, which became cold and re- 
mained so till the morning following, wiien the pain in the 
right leg ceased and it regained its normal temperature, 
the left leg remained cold, was blue in the thigh and very 
pale and shriveled at the toes. It was cold to haif way be- 
tween the knee and the trunk and there were large blue 
blebs scattered over the middle third of the thigh. Examina- 
tion showed that the patient had a mitra!, direct and regur- 
gitant murmur. There was no pulsation in the left femoral 
artery. The upper margin of the area of the demarcation 
was then about four inches below Poupart’s ligament. The 
limb was undergoing dry gangrene from arterial obstruc- 
tion and its was decided to operate at once to remove the 
embolus which was diagnosed as obstructing the iliac 
artery. Nitrous oxid was given for thirty seconds and the 
femoral artery was exposed for a length of two and a half 
inches. Two provisional catgut ligatures were put around 
it, but not tied, so as to aid in elevating the artery, which 
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was then incised for one inch parallel tc-its long axis. It 
was completely thrombosed. With a delicate forceps the 
clot (a bifurcated plug an inch and a half long) was drawn 
from below upward, causing a flow of fresh arterial blood, 
evidently collateral, through the femoral profundus.. This 
was stopped by finger pressure and the extraction of the 
clot from the proximal side was begun but the artery did 
not empty at once. A spoon was then used and more clot 
withdrawn, but no flow. A number six soft catheter was 
passed up the artery a distance of seven and a half inches 
bringing away grumous bloody débris but no arterial blood. 
It was reintroduced but could not be forced througn an 
obstruction at that point. Finally by the use of a ureteral 
catheter passed up nineteen inches, a small quantity of 
arterial blood was released. Then a uterine sound was 
employed and on the third attempt it seemed to penetrate 
a free space at a distance of eight and a half inches and 
was followed by an intense arterial flow carrying much 
embolic débris. This was stopped by finger pressure in the 
ligature loop. The incision in the artery was closed with 
a rapid continuous suture of silk. One or two additional 
supporting stitches were inserted to control the hemorrhage 
completely. Unfortunately, the operation was made too 
late to save the limb, and it was amputated four days later. 
Murphy remarks on the symptoms of occlusion of large 
arteries and refers to his own former experience since he 
first made a successful end-to-end union of a severed 
femoral artery. The suture of an incision in an artery is 
as easy as an incision of the intestine, provided a sufficient- 
ly small needle is used. He believes that even cerebral 
ischemia should be amenable when due to an embolus ar- 
rested in the common or internal carotid. He thinks, how- 
ever, that aspiration through a catheter is better than the 
method he employed in removing the plug, for if the cathe- 
ter is divided on the slant with the end open it can be 
readily introduced and unless the embolus is very hard it 
can be removed by suction or fragmented by the catheter. 
Murphy does not advise incision into the exact site of the 
obstruction, as there would be less tendency to thrombosis 
if the point selected is above or below, preferably the latter. 


A Study of the Action of Scopolamin-Morphine on the 
Heart, Liver and Kidneys. C. Nicuotson. Jour- 
nal of the American Medical Association, April 3, 
1909. 

Nicholson reports his experience with 650 cases of an- 
esthesia with scopolamin-morphin used as a preliminary 
to general anesthesia with chloroform or ether. He re- 
views the published cases of fatalities with this method 
and concludes that in no one of them can the death be 
attributed to the injection of scopolamin. His own ex- 
periments on animals are summarized and he finds that 
they bear the drug. well. His conclusions are stated as 
follows: “(1) The effects of the injection of scopolamin 
and morphin into animals is similar to that of morphin 
when given alone, with the exception of the injection into 
kittens, in which excitement instead of sleep was pro- 
duced. (2) Continued repeated daily injections produce 
no degeneration of the heart, liver or kidneys, the physical 
condition is not impaired so long as the injections are 
given at such intervals as not to interfere with the ani- 
mal’s nutrition. Daily injections of from one to three 
times the dose given to patients produces no pathologic 
changes in animals. (3) The toxic dose of scopolamin 
and morphin in the experiments corresponds very closely 
to that of morphin alone for the animals used. (4) The 
autopsy findings in animals which succumb to a toxic dose 
are the same as those for morphin, i. ¢., congestion of the 
viscera. (5) The animals seemed to acquire a tolerance 
for the drugs on long-continued daily administrations.” 
Death after operation with scopolamin is, he considers, 
most likely due to loss of blood, sepsis, or shock. It is 
very little toxic for animals and certainly produces no de- 
generation of the heart, liver, or kidneys. He has used it 
by injection, 1-100 of a grain of scopolamin and % of a 
grain of morphin, three-quarters of an hour before giving 
ether, in 650 cases, avoiding the extremes of life. In 6 
per cent. of the cases there was practically no result, but 
in the remaining 94 per cent. the patients were quietet 
before, during, and after the anesthesia. There was 


an absence of mucus in the throat, no postoperative vom- 

iting, and a diminution of 50 per cent. in the amount of 

ether used. 

A Case of Symmetrical Gangrene, or Raynaud’s Dis- 
ease. L. E. Runxie. The Journal of the Arkansas 
Medical Society, May 15, 1909. 

The patient was a young woman who, about two years 
before, had had a gangrene of the right hand, necessitat- 
ing amputation, and one year later a gangrene of the left 
hand which required the same operation. She next devel- 
oped a sharp stinging pain in the skin near the inner 
canthus of the right eye. Blebs spread on to the upper 
lid and nose, broke down, the skin became dark in color 
and the entire area finally presented one large, black, ul- 
cerating surface. The morbid tissue extended rather 
deeply. No pain was felt and there was very little swell- 
ing. By gentle massage and the application of a salve 
of yellow oxid of mercury, the necrotic material came 
away, leaving a large scar which did not interfere mate- 
rially with the actions of the upper lid. No etiological 
factor could be found. 


The Rectal Shelf. Grorce BLuMER, New Haven, Albeny 
Medical Annals, May, 19009. 

The author arrives at the following conclusions: 

1. In certain forms of carcinoma of the abdominal or- 
gans, notably gastric carcinoma, and in some cases of 
tubercular peritonitis, implantation metastases in Douglas’ 
pouch are common. 

2. These metastases impinge upon the rectum and may 
infiltrate its submucosa, causing a peculiar shelf-like tumor 
- the anterior rectal wall, readily felt by the examining 

nger. 

3. In cases of gastric carcinoma this may be an early 
metastasis, and occurs especially in males. 

4. In such cases the primary tumor may be latent and 
the metastasis may be large enough to cause symptoms of 
obstruction. It has been mistaken at times for rectal carci- 
noma and has been removed as such. 

5. The hot infrequent occurrence of this rectal shelf 
makes it a diagnostic and prognostic sign of a good deal 
of importance, and warrants the statement that in no case 
of obscure abdominal disease should a rectal examination 
be omitted. 


Renal Varix (Angiomatous Disease of the Papille 
Renales). Paut M. Pitcuer, Brooklyn, New York. 
Annals of Surgery, May, 1909. 

From his study of this subject Pilcher concludes: Renal 
varix is a distinct pathological entity, an angiomatous 
disease of the papillae renals, whose etiology and pathology 
resemble those of varicocele, varicose veins of the leg, 
varicosities of the cardiac end of the stomach, hem- 
orrhoids, etc. Many cases of so-called essential hema- 
turia are due to renal varix. While it has a distinct symp- 
tomatology, it mav be impossible to differentiate the con- 
dition, before operation, from hematuria of nephritis and 
of renal papilloma. Usually on bisection of the kidney 
no lesion is evident grossly; but microscopic examination 
of the papillae with show angiomatous disease. Renal 
decapsulation and fixation will cure unilateral hematuria 
due to nephritis; nephrotomy is the operation for renal 
varix—it allows thorough examination, and it destroys 
the varicosities by cutting six of the main connecting 
venous radicles. (The incision should be made along 
Broedel’s line.) Nephrectomy is indicated only when 
rapid and bloodless operation is demanded, or when 
nephrotomy has failed to relieve the hematuria. 
Freezing as a Therapeutic Measure; Liquid Air and 

Carbonic Acid Snow. G. T. Jackson and S. D. Hus- 
BARD, New York. Medical Record, April 17, 1909. | 

These authors have applied liquid air and carbonic 
acid snow in various skin lesions for many years and 
are very enthusiastic in regard to their value in many 
affections of the skin. The liquid air is applied by cotton 
swabs and the carbonic acid in the form of snow molded 
to the skin lesion. For details of the method, the reader 
is referred to the original paper. The application of these 
remedies may be made deep or superficial. 

Of the various diseases amenable to this treatment, the 
authors mention lupus erythemasosus, nevi, epitheliomata, 
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keratosis senilis, warts, papillomata, tattoo marks, powder 
stains, hyperthrophied scars, keloid, tuberculosis verru- 
cosa cutis, chloasma, and scrofuloderma. Superficial nevi 
are readily destroyed with one application lasting from 
fifteen to fifty seconds. Angiomata may require a second 
application. Pigmentary and hairy nevi are also easily 
removed. Better and quicker results are obtained in epi- 
theliomata by freezing than by any other method. The 
authors have seen no unfavorable effects, and the method 
is but very s:ightly painful. The destructive effects of 
this method, judging from pathological appearances, are 
due to thrombosis of the bloodvessels. 


The Treatment of Pott’s Disease at the Sea Breeze 
Hospital. Lronarp W. Ety, New York. Medical 
Record, June 26, 1909. 

In an exceptionaliy readable and practical paper the au- 
thor sets forth first of all the three cardinal aims in the 
treatment of Pott’s disease as carried out at this hospital; 
first to splint the spine effectually; second, to keep the 
children as much as possible in the open air; third, to 
permit them to go about and exercise. To meet the first 
indication the author has limited himself almost entirely 
to either the Whitman modification of the Bradford 
frame, or a plaster of Paris jacket. He believes that all 
other complicated forms of apparatus are unnecessary. 
Recumbency in the Bradford frame is the treatment of 
election for children under three years of age, for cases 
associated with psoas abscess or contraction, or for pa- 
tients with sinuses opening in such a manner as to make 
a jacket impracticable. For children over three years of 
age, the customary treatment is by the plaster jacket. If 
the disease lies below the ninth thoracic vertebra, an or- 
dinary jacket is applied; if above the tenth, Ely uses the 
Calot jacket. Specific directions for the application of 
these various devices are given. If the disease lies above 
the seventh thoracic vertebra or if the patient is afflicted 
with paraplegia, the so-called “grand” Calot jacket is used. 
As regards abscesses, the author emphasizes the necessity 
of aseptic handling. A patient with a psoas abscess 
should be placed in the recumbent posture in order to ob- 
viate the effect of gravity. If it is small and high up, it 
may be left alone. Jf the necessity for opening arises, 
this should be done with a trocar and with the strictest at- 
tention to asepsis. After opening, the author advocates 
the injection of an iodoform-ether mixture. This should 
he repeated every ten days until the abscess ceases to fill. 
Ely strongly deprecates the common practice of scraping 
sinuses ; it is, in his opinion, utterly useless. In conclud- 
ing, he emphasizes the necessity of recognizing the fact 
that Pott’s disease is more a tuberculosis than a mechani- 
cal condition, and that these patients require fresh air, 
good food and careful attention to the general condition. 


Further Investigation of the Spirocheta Lymphatica. 
I’, Proescuer, Pittsburg. New York Medical Journal, 
April 24, 1909. 

About a year and a half ago, the author published 
observations on the discovery of a spirochetae in the 
lesions of lymphatic leukemia and lymphosarcoma. [n 
order to test the validity of his discovery, Proescher 
inoculated guinea-pigs, monkeys and gray house rats 
with pieces or emulsions of these tissues. The guinea- 
pigs acquired lesions similar to those of chronic lym- 
phomatosis. Occasionally the spirochetae were found 
in the blood shortly before death. Two monkeys ac- 
quired lesions typical of those of lymphosarcoma and 
spirochetae were demonstrable in the tissues. The re- 
port of the experiments on rats is still incomplete. 


W. P. Carr, 
New York Medical Journal, April 17, 


The Surgical Treatment of Epilepsy. 
Washington. 
1909. 

Carr believes that all cases of epilepsy due to any 

demonstrable focal lesion of the brain or skull should 

be operated upon. The author’s own results have been 
very encouraging. He has operated on twenty cases, of 
which 25 per cent. have remained free from attacks at 
the end.of three years. Leaving out four recent cases, 
his percentage of cures is 39 per cent. Nearly all ob- 


tained some benefit from the operation. The operation 
practised by the author consists in the formation of an 
osteoplastic flap over the Rolandic area, incision of the 
dura and exploration for any abnormality. Edema is 
relieved by the insertion of one or more grooved di- 
rectors beneath the dura, which is then drained by a 
small piece of soft rubber tubing. The author advo- 
cates a large flap and a wide inspection of the brain. 


On Transplantation of the Thyroid (Zur Frage der 
Schilddriiseniransplantation). H. Satzer, Vienna. 
Wiener Kl:inische Wochenschrift, March 18, 1909. 

The author performed a parallel series of experi- 
ments. In the first series of animals, he removed the 
left lobe of the thyroid and implanted it between the 
fascia and the peritoneum of the abdominal wall. In 
the second series, the right lobe was similarly implanted 
after the left lobe had been extirpated. He discovered 
the interesting fact that in the completely thyroidecto- 
mized animal, the implanted tissue healed in situ with 
less necrosis, more evidences of regeneration and far 
more quickly than in the animals in whom a portion of 
the thyroid was left behind. The author does not ap- 
prove of the recommendations of Payr and Kocher, 
who advise that the implantation shall be made in the 
spleen and epiphysis respectively. He believes the thy- 
roid implantation will be just as successful and less 
risky if done within the abdominal wall. 


The Prevention and Inhibition of Diffuse Suppurative 
Peritonitis. A. J. OcHsNeER. Illinois Medical Journal, 
May, 1909. 

A careful physical examination should be made in every 
patient suffering with nausea, vomiting, digestive dis- 
turbance, gaseous distention or pain in any portion of 
the abdomen. A diagnosis of chronic appendicitis, gas- 
tric or duodenal ulcer or gallstones should be made 
through a careful study of the history and physical ex- 
amination and relieved by proper treatment before a per- 
foration is possible. 

Patients suffering from intestinal obstruction of what- 
ever cause, should be operated upon at once, and they 
should never under any condition receive either cathar- 
iics or food by mouth after this condition is even sus- 
nected. 

Gastric lavage should be employed in these cases at 
once and again immediately before operation, and it is 
well to leave the stomach tube in the stomach to drain 
out any intestinal fluid which may regurgitate during the 
operation. 

Opium in any form should never be given before a 
diagnosis has been made and never in the presence of any 
form of peritonitis unless gastric lavage has been made, 
and the introduction of every form of nourishment and 
cathartics by mouth is absolutely prohibited. This applies 
to even the simplest forms of liquids, and also stimulants. 
‘this applies quite to the same extent to postoperative 
treatment, 

In military surgery it is most important as a prophy- 
lactic ceasure that soldiers enter the firing line with 
empty stomach and intestines. Abdominal wounds made 
during battle with large objects like splinters from shells 
indicate immediate operation. Abdominal wounds in- 
flicted in battle by small caliber bullets, in the absence of 
hemorrhage, should be treated by absolute rest; not even 
water should be given by mouth. - An exception should 
he made in cases which can be in the hands of the oper- 
ating surgeon with satisfactory assistants and facilities 
within two hours after the injury. Under these condi- 
tions an immediate abdominal section is indicated. 

Gastric lavage should be made at once in every patient 
suffering from any form of peritonitis, except from stom- 
ach or duodenal perforation, if nausea or vomiting or 
gaseous distention is present, no matter what other form 
of treatment may be contemplated. 

No food of any kind whatever and no cathartics should 
ever be given by mouth in the presence of peritonitis, no 
matter what form of treatment may be contemplated. Even 

water by mouth should be prohibited until the patient is 
well on the way to recovery. 

Installation of normal salt solution by the method of 
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Murphy is one of the most valuable means of inhibiting peri- 
tonitis. In rare cases in which this method cannot be em- 
ployed, the solution should 4 given subcutaneously in 
quantities of 500 to 1,000 c. 

Large enemata, except by the drop method, should never 
be given in the presence of peritonitis. 

In order to prevent postoperative peritonitis, it is im- 
portant never to traumatize the intra-abdominal organs 
unnecessarily during operation. Much less handling of 
the intestines is necessary if these are not distended. 
Therefore give the patient two ounces of castor oil on 
the day before the operation, but this should never be 
given in the presence of even the slightest amount of 
peritonitis. 

Gastric lavage following abdominal section often pre- 
vents incipient peritonitis from progressing by inhibiting 
peristalsis; it should always be employed in the presence 
of nausea, vomiting or gaseous distention. 

In acute appendicitis the appendix should be removed 
before the infection has extended beyond the organ. In 
chronic appendicitis the organ should be removed before 
it has an opportunity to cause an acute attack. In acute 
appendicitis which has been carried through the attack 
without an operation, it is well to confine the patient ab- 
sane? to a liquid diet until his appendix has been re- 
move 


Urachal Cyst Simulating Appendicular Abscess; Ar- 
rested Development of Genital Tract. A. H. G. 
Doran, London, Lancet, May 8, 1909. 

The patient, a girl of 17% years, complained of pain in 
the right side of the abdomen for one month previously. 
On examination a large swelling was found to the right of 
the median line; there was no fever. The vagina was only 
two inches in depth and a small opening leading to a canal 
was discovered at the upper end, through which the men- 
strual flow was seen to come. At operation the mass was 
found to be a cyst of the urachus containing clear fluid. 
The cyst was connected to the bladder by means of a cord 
and the upper end lay just beneath the umbilicus. In addi- 
tion the uterus was found to be bicornate, both horns lying 
below and adjacent to the cyst wall. The cyst lining was 
removed and the cavity was closed by buried sutures; the 
patient made an uneventful recovery. 

The author reviews rather thoroughly the pathugenesis 
of these cysts. The epithelial lining of the urachus, accord- 
ing to Wutz, grows steadily up to the 25th year, and in 
about one-third of the cases cystic dilatations of the canal 
are present. He also found that the vesical orifice of the 
urachus is guarded by a transverse valvular fold. Others 
have found that in a considerable number of cases, the 
upper wall of the bladder presents a diverticulum of vary- 
ing depth, sometimes even as far as the umbilicus. A 
urachal mesentery is not uncommon. Cysts of the urachus 
present themselves in four different types: (1) with fistule; 
(2) primary cystic fistulae communicating with either the 
bladder or the umbilicus; (3) pure urachal cysts; (4) sec- 
ondary cystic fistula, developed from pure cysts which have 
acquired communications with the bladder or the umbilicus. 
The author guards against the temptation to call all cysts 
in the neighborhood between the bladder and the umbilicus, 
urachal cysts. Many of these are merely cases of encysted 
peritonitis, tubercular or otherwise. 


The Effect of Scarlet Red in Various Combinations 
Upon Epitheliation of Granulating Surfaces. J. S. 
Davis, Baltimore, Johns Hopkins Medical Bulletin, 
June, 1909. 

The author based his experiments upon the observation 
that when scarlet red is injected subcutaneously there cn- 
sues an extraordinary proliferation of the epidermal epithe- 
lium. The chemical was applied in the form of an oint- 
ment. The ointment was prepared by rubbing the scarlet 
red with a small amount of olive or castor oil and mixing 
this mass with a base consisting of either the U. S. P. boric 
sine, iodoform or blue ointments. Usually an 8 per cent. 
strength of scarlet red was employed. The ointment is 
applied on a soft linen rag to the epithelial surface, or if 
the wound is small to the entire ulcer. The healthy skin is 
protected by a thin coating of vaselin up to 1 cm. of the 
edge of the ulcer, for the reason that scarlet red is irritat- 


ing to the healthy skin. Rather remarkable results were 
obtained. Ulcers of months’ or even years’ duration healed 
rapidly. Its effects are particularly brilliant in long stand- 
ing varicose and specific ulcers of the leg. Even skin grafts 
appear to be very favorably effected. The author empha- 
sizes the importance of the proper application of this meth- 
od. No unfavorable consequences were: noted. 


Biological Investigations Upon Cancer of the Stomach 
(Biologische Untersuchungen tiber den Magenkrebs). 
Preliminary Report. Pror. Sprro Livrerato, Genoa, 
Berliner Klinische Wochenschrift, April 26, 1909. 

Livierato tested the stomach contents of patients afflicted 
with gastric cancer for its power to cause deviation of the 
complement against a salt solution extract of carcinoma 
and sarcoma. He obtained positive results in eight cases. 

Six control cases showed no complement deviation. The 

author believes this test will prove of value in the early 

diagnosis of gastric cancer. 


Cultivation of the Spirocheta Pallida. (Ziichtung der 
Spirocheta pallida). J. ScuerescnHewsky, Breslau, 
Deutsche Medizinische Wochenschrift, May 13, 1900. 

The author claims that he has finally obtained cultures 

of the spirocheta pallida. The medium is made from horse 
serum which has been evaporated at a temperature of 40 
degrees C. to a jelly-like consistency. The culture is made 
by inoculating the medium with a small fragment oi 
syphilitic tissue. The spirochetz developed in three to five 
days at a temperature of 37 degrees C. He has not as yet 
been able to obtain pure cultures. The illustrations appear 
to bear out the author’s contentions. 


The Transfusion of Blood as a Therapeutic Agent with 
Report of Transfusion in a Case of Pellagra. H. P. 
Cote, Southern Medical Journal, April, 1909. 

The report of this case is highly interesting as showing 
the therapeutic possibilities of this procedure. The patient 
was a negress suffering from an acute form of pellagra, 
whose condition was so grave that death appeared to be 
imminent. In fact, this patient was one of two of equal 
severity selected to the transfused; the untransfused patient 
died the day of operation upon the other patient. The 
donor was a negress who had recovered from a severe 
attack of pellagra over a year before. Within a day or 
two after the transfusion a marked improvement was 
noticeable and to-day the patient is perfectly well. 


Fracture of the Carpal Scaphoid, With a Report of 
Three Cases of Fracture, One Case With a Congen- 
itally Divided Scaphoid, and One With an Absence 
of the Os Centrale. Atiten B. Kanaver. Quarterly 
Bulletin of Northwestern University Medical School, 
March, 

The patient gives a history of a fall upon the hand 
similar to that given in cases of Colles’ fractures. 
There is pain and inability to move the wrist and on 
examination this is found to be tender and smaller, es- 
pecially on the radio-dorsal side. It is characteristic to 
find the tenderness located exactly over the scaphoid 
bone. There may be effusions into the radio-carpal 
bursa. There is no crepitus or ecchymosis and ordi- 
narily the diagnosis of a severe sprain is made. The 
*-ray examination will confirm the diagnosis. If un- 
treated, pain and tenderness persist for some weeks and 
permanent disability may ensue with limitation of 
movements of the wrist. Extension gives most pain. 
If the case is seen early, treatment should consist of 
immobilization by a molded plaster-of-Paris splint 
which is left on for from two and one-half to three 
weeks. If the patient is not seen for a number of weeks 
after the injury, immobilization should be tried for four 
weeks at least, supplemented by gentle massage and 
passive motion. Then for two weeks the patient may 
be allowed to use the hand freely but not violently. 
at the end of this time the wrist is no better, operation 
is indicated. Usually the proximal fragment is re- 
moved. Incision is made on the dorsum, to the inner 
side of and parallel to the extensor carpi radialis 
longior tendon. The incision is carried directly down to 
the scaphoid between the extensor communis and the 
extensor carpi radialis longior. 
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